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Kruskal: Intratracheal Ether Anesthesia. 
Gynec. & Obst., 1913, Xvii, 117. 
By Surg., Gynec. & Obst. 

Kruskal reprts 84 cases of intratracheal ether 
anesthesia with the Elsberg apparatus. While his 
experience in thoracic surgery is limited only to cases 
of empyema and lung abscess, he finds this method 
of decided advantage in operations where the 
anesthetist is in the way or the position of the 
patient makes the administration of an anesthetic 
awkward. In cases of obstruction to the upper air 
passages this method eliminates all the dangers of 
the ordinary methods of anesthetization. 

In the aged and feeble the relief of respiratory 
effort removes the strain on the cardiovascular 
system and thereby minimizes post-operative shock. 
The return current of air prevents the inhalation of 
blood and mucus and eliminates a decided factor in 
the production of aspiration pneumonia. 

The technique of administration is that advocated 
by Elsberg; he finds that the introduction of the 
catheter has been extremely simple with the use of 
the Jackson laryngoscope. The only difficulty 
experienced with the method is the fact that in a 
number of his early cases the anesthesia had been 
insufficient and it was found impossible to cause 
complete abdominal relaxation to permit thorough 
exploration. 


Surg., 


McMechan: Oxygen and Anesthesia. Jnternat. J. 
Surg., 1913, XXvi, 205. By Surg., Gynec. & Obst. 
McMechan quotes the experiments of Gatch in 
over-ventilating the lungs post-operatively with 
oxygen in the presence of carbon dioxide retention, 
and after an exhaustive personal experience with 
the method at the close of drop-ether anzsthesias, 
states that not only is it successful in eliminating 


the remnants of the anesthetic from the alveoli of 
the lungs, the circulation and the cellular tissues, 
but also that after an interval of such rebreathing, 
depending in length upon the time of previous 
etherization, patients awaken in rational possession 
of their faculties, have no nausea or vomiting, 
unless the necessary manipulative trauma of the 
operative procedure has evoked such reflexes, and 
seldom encounter such dreaded post-anesthetic 
sequele as acetonuria, uremia, acute dilatation of 
the stomach, pseudo-obstruction of the bowels or 
pneumonia. 


Bunge: Experiences with Anzstheticum Novum 
(Erfahrungen mit Anzstheticum novum). Deutsche 
zahnaratl. Wehnschr., 1913, Xvi, 207. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Anestheticum novum consists, pro ccm., of novo- 
cain, 0.02, suprarenin, 0.05, extract. cort. Hamamel, 
o.o1, Natr. chlorat., 0.0064, sterilized in the auto- 
clave. It is prepared in Dr. Glirsner’s apothecary 
shop in Kassel. In goo cases of dental operations in 
which this anesthetic was used the author observed 
complete anesthesia without unpleasant accessory 
effects, such as swelling of the soft parts, after-pains, 
or late hemorrhages. The time interval was one- 
half minute for the upper jaw, one to ten minutes for 
the lower jaw, and three to fifteen minutes to 
produce anesthesia due to loss of nerve conduction 
with injections of one half to two ccm. HERDA. 


Schiitz: Magnesium Narcosis (Zur Kenntnis der 
Magnesiumnarkose). Wien. klin. Wehnschr., 1913, 
XXV1, 745. 


By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In animals subcutaneous injections of a magne- 
sium salt produce narcosis which can be stopped by 
injections of calcium compounds. Kocher utilized 
these properties in the therapy of tetanus. Schiitz’s 
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investigations have led him to the following pre- 
liminary results: After a single injection of a non- 
lethal, sleep-producing dose of MgSO,g or MgCl, 
magnesium could be demonstrated in the blood, 
liver, and in traces also in the brain. Repeated 
injections lead to a deposit in the brain which 
may be inhibited by calcium chloride. These 
relations remained uncertain in muscle. Sodium 
oxalate occasionally increases the sensitiveness to 
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Spude, H.: Successful Treatment of Cancer of 
the Face by Simple Puncture with Ferrous 
Oxide (Erfolgreiche Behandlung von Gesichtskrebsen 
durch einfache Einstichelung von Eisenoxyduloxyd). 
Zischr. f. Krebsforsch., 1913, xiii, 139. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author has succeeded in healing over ex- 
cochleated carcinomas of the face quite rapidly by 
injecting ferrous oxide into the base of the ulcer. 
The efficacy of this regional treatment was enhanced 
in one case of extensive carcinoma by the subcu- 
taneous administration of atoxyl and arsenic. 
Spude expresses the hope that he may be able to 
heal inoperable or recurring carcinomas of the inter- 
nal organs by thesame principle, though with a some- 
what altered technique as regards its application. 

GENEWEIN. 


Murphy, J.B.: Ankylosis of the Jaw — Interposi- 
tion of Flaps from Mucosa of Mouth. Surgical 
Clinics of John B. Murphy, 1913, ii, No. 3. 

By Surg., Gynec. & Obst. 

The patient, a man of 28, in July, 1909, had an 
abscess about a molar tooth in the right upper jaw. 
He was not treated for 3 weeks; at the end of that 
time the abscess was opened from within the mouth 
and cauterized. A week later an external incision 
was made. Only a little pus was evacuated. 
Shortly after the operation ankylosis began to 
develop and steadily grew worse. A year after the 
onset an operation was performed to relieve ankylo- 
sis, but was unsuccessful. 

There are three types of ankylosis in the jaw; i. e., 
fibrous ankylosis, bony ankylosis and ankylosis 
arising from cicatrices outside the joint. The case 
described above proved to be of the extreme artic- 
ular fibrous type. <A solid band extended on the 
outer side from the upper to the lower jaw and clear 
back to the ramus. The anesthetic was given 
through the nose, and the mouth was held open with 
agag. The adhesions were separated very carefully 
with a scalpel and scissors, the finger being used as a 
guide. After much work, the mouth was opened wide. 
The tongue was drawn then to the opposite side 
and two flaps were interposed, one from the floor of 
the mouth and the other from hard palate. Both 
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magnesium. Experimentally the inhibitory action 
of calcium could be prevented by sodium oxalate. 
The experiments indicate that either small changes 
in the ionic cell content are enough for narcosis or 
the magnesium invades the cells only secondarily 
and is primary at the cell membrane. As yet noth- 
ing can be said as to the point of attack of mag- 
nesium. Some consider it central; others assume 
an action similar to curare. WEICHERT. 


HEAD AND NECK 


were tongue-shaped, the lower 2 inches long and 12 
inch wide, the upper, 2 inches long and 1 inch wide. 
The base of the upper flap was directed toward the 
alveolar process, and that of the lower, toward the 
tongue. Both were swung out to cover the raw 
surface left by dividing the adhesions. The tips 
of the flaps were sutured to the inner margin of the 
gum and the cheek. All suturing was done with 
fine catgut, and no tension was exerted on the flaps. 
L. J. MircHe ct. 


Park, R.: Conclusions Drawn from a Quarter Cen- 
tury’s Work in Brain Surgery. JN. Y. St. J. 
Med., 1913, xiii, 303. By Surg., Gynec. & Obst. 

The paper opens with a short history of the ad- 
vance made in brain surgery. The author then 
takes up the various brain lesions and discusses the 
question as to whether there has been any advance 
in the treatment in the last twenty-five years. He 
states that the expectations have been much greater 
than the realizations. In the treatment of injuries 
of the cranium the results are gratifying. As far as 
the actual structure of the brain permits, the re- 
sources to-day leave little to be desired. He says 
further:— ‘‘In the treatment of hemorrhage, spon- 
taneous or traumatic, great advance has been made; 
in the treatment of hydrocephalus not so much; here 
the condition itself is almost insuperable. ‘In the 
matter of technique a great advance has been made. 
We now have very nearly perfect contrivances for 
any manipulation which the construction of the 
parts may justify. Never until recently, for in- 
stance, have instruments been devised by which it 
appears impossible to injure the brain while perfo- 
rating the skull. These, Hudson, of Atlanta, has 
finally succeeded in producing, and with them, as 
with forceps also of his device, the matter of raising 
osteoplastic bone flaps of almost any size or shape 
has been greatly simplified. With such instruments 
as these it is therefore a comparatively simple matter 
to carry out operations intended for decompression, 
which shall, in all probability, prove most effective 
in the relief of symptoms of brain pressure produced 
by lesions not permitting radical attack. 

“The surgery of the hypophysis, and one or two 
other of the recent methods of attack for particular 
indications, are yet so recent as not to come within 
the scope of this paper. They give every indica- 
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tion of brilliancy and promise, but are still on 
trial.” 

The author comes to the following conclusions: 

The surgery of brain tumors in general is still a 
disappointment, so far as radical measures are con- 
cerned. In all but a very small percentage of cases 
a decompression operation will better serve the pur- 
pose. With regard to abscess, precisely the same 
statement cannot be made, because here, unless the 
focus is found, practically nothing is accomplished; 
but the localization of this focus is but slightly more 
accurate than formerly. In the matter of the 
lepsies and the psychoses the operative measures are 
ample, and the technique sufficient save in one 
respect, the prevention of fresh adhesions. Far 
more accurate notions regarding etiology are needed, 
and better discrimination between surgical and non- 
surgical cases. 

Intracranial surgery has then made a great ad- 
vance, but the hopes raised in 1888 have not yet 
been fully realized in 1913. ©Epwarp L. Cornett. 


Nowikoff, W. N.: A New Way of Attacking the 
Hypophysis (Ein neuer Weg fiir Eingriffe an der 
Hypophyse). Zentralbl. f. Chir., 1913, xl, 1000. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Nowikoff has modified the Linenkoff method of 
temporary resection of the superior maxilla and the 
nose and worked out a method which renders a 
broad access to the hypophysis, to the under surface 
of the pons, and to the elongated medulla. The 
procedure is as follows: An incision in the skin is 
made over the zygomatic arch, along the lower 
border of the orbit, over the root of the nose, and 
down along the opposite border of the nose around 
the nostril to the midline. The upper lip is divided 
in the median line. The periosteum is separated 
from the lower orbital wall to the inferior orbital 
fissure. The bone is separated from the tear 
sac and the zygomatic bone with its two frontal 
processes is then exposed. The zygomatic arch and 
the frontal processes are divided. The bony frame- 
work of the root of the nose is sawed through after 
the introduction of a Gigli saw. <A _ longitudinal 
incision is made in the mucous membrane of the 
hard palate of the opposite side and the bone and 
the apertura pyriformis are divided with a chisel. 

The nasal septum is divided from the opening 
at the root of the nose. The maxillary bone and the 
nose can then be liberated from their bed, and this 
allows a broad access to the base of the brain. The 
sphenoidal sinus comes clearly into view and its 
anterior wall is chiseled away. By means of a 
conchotome, the other wall of the sphenoidal sinus 
is then removed in toto. This exposes the upper 
wall of the sphenoidal sinus which at the same time 
is the floor of the sella turcica. This is carefully 
opened for a short distance. When the operator 
has made sure that the cavernous sinus is not imme- 
diately above it, the opening is enlarged sufficiently 
to expose the hypophysis. Without much difficulty 
the body of the sphenoid bone and of the basal part 
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of the occipital bone can be removed to expose the 
lower half of the pons and the elongated medulla. 
After the superior maxilla and the nose have been 
replaced, the base of the brain can be drained to the 
outside. The author has performed this operation 


so far only on the cadaver. WOLFSOHN. 


NECK 


Von Mutschenbacher, T.: The Treatment of 
Scrofulous Lymphatic Glands of the Neck 
(Wie behandelt man skrofulése Halslymphdriisen)? 
Berl. Klin., 1913, XXxv, 1. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author’s experience includes about 1500 
cases of lymphomata colli which he observed at the 
Réczeis clinic in Budapest. Of these, 121, or 9 
per cent, were operated upon. The others were 
treated conservatively. There are three types of 
this disease, each of which calls for a particular 
method of treatment. Type I is characterized by 
short, hard, non-caseous lymph glands. Of this 
kind were 74.5 per cent of the cases. Nutritious 
diet, iron and arsenic: preparations, climatic treat- 
ment at the seashore or in the mountains, sunlight 
and R6éntgen-ray treatment give quick and good 
results. If the glands soften they should be punc- 
tured. External applications (iodine and mercury 
ointments) and poultices should not be used. Type 
II is characterized by closed and suppurating glands. 
Of this form were 17.2 per cent of the cases of this 
disease. Since, after free incision, healing takes 
place very slowly and leads to deforming scars, 
treatment ought to be restricted to puncture fol 
lowed by injections (the author recommends iodo- 
form in glycerin). Only in those cases that are 
complicated by other manifestations of tuberculosis 
(lupus, laryngeal, or bone tuberculosis) should an 
open incision be made. In Type III the glands are 
suppurated and form fistulous tracts through the 
skin. They should not be excised, curetted, nor 
cauterized. Sunlight and general treatment give 
very good results. The application of green soap 
is recommended. 

In all cases of glandular involvement of the neck 
Waldeyer’s lymphatic ring in the pharynx should 
receive attention and appropriate treatment. 

POSNER. 


Mansfeld, G.: The Effect of Thyroid Gland upon 
Blood Formation; a Contribution to the 
Physiology of the Thyroid Gland. Number 
2 (Blutbildung und Schilddriise. Beitrige zur Phy- 
siologie der Schilddriise. Mitteilg. 2.). Arch. f. d. 
ges. Physiol., 1913, clii, 23. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Mansfeld attempted to discover by means of 
experiments on rabbits whether the effect of a lack 
of oxygen on the formation of blood is to be attrib- 
uted to increase in the activity of the thyroid gland. 

In normal animals he noted the well-known effect 

of high altitude upon the number of erythrocytes, 

but in animals whose thyroid glands had _ been 
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removed the increase did not take place. The 
regeneration of the blood after phenylhydrazin 
anemia was much less proportionally in animals 
whose thyroid glands had been removed than in 
normal animals, this difference being most marked 
at high altitudes (5 per cent in abnormal animals as 
compared with 63.2 per cent in normal animals). 

The hemoglobin of the blood increased at a 
high altitude in normal animals but decreased in 
animals without a thyroid. The regeneration of 
the hemoglobin he found was not parallel to that of 
the erythrocytes but it took place at a high altitude 
even in animals without a thyroid. Carbot’s serum 
from animals without a thyroid was as effective as 
that from animals that were normal. The use of 
this serum caused a decrease rather than an increase 
in the red blood cells in animals without a thyroid. 
Thyroid extract several days after Mansfeld had 
ceased administering it caused a marked increase in 
the red blood cells. From two metabolism experi- 
ments carried on after the discontinuance of the 
administration of the thyroid extract and in which 
there was noted an increase in the red blood cells 
but no increase in the nitrogen excretion, the author 
concludes that thyroid material does not directly 
influence either the nitrogen output or the nitrogen 
retention. Six other metabolism experiments 
showed that the decomposition of albumin caused 
by the lack of sufficient oxygen, which the author 
attributed to increased thyroid activity, did not 
recur when the supply of oxygen was further 
limited. Mansfeld concludes from this fact that 
when the deficit of oxygen is slight it causes a 
stimulation of the thyroid activity, but when 
it is more pronounced and of longer duration 
it inhibits the thyroid activity. This conclusion 
agrees with those of Reich and Blauel. 

Mansfeld’s conclusions are as follows: High- 
altitude anemia and Carnot’s serum cause a new 
formation of red blood cells (as does the administra- 
tion of thyroid). This depends upon the stimulation 
of the thyroid and an increased secretion. New 
formation of erythrocytes, which depends upon the 
stimulation of the bone marrow by the thyroid 
secretion, therefore, takes place only when the 
thyroid is active. The albumin that is retained 
after the discontinuance of the administration of 
thyroid is used in the formation of the new red 
cells. An increase in erythrocytes does not take 
place during the administration of thyroid or dur- 
ing a period of hypersecretion, since at this time 
there is an albumin deficit. All of Mansfeld’s 
findings need clinical confirmation. KOcHER. 


Solaro, G.: Osteosarcoma of the Thyroid Gland 
(Ostéosarcome de la glande thyrcide). Clin. chir., 
1913, XXi, IIOT. By Journal de Chirurgie. 

This rare observation is especially interesting 
from the point of view of pathological anatomy. 

As in most of the cases so far reported, the osteo- 
sarcoma described by Solaro developed in a gland 
that was already diseased (goiter). It affected the 


left lobe and it was possible to readily enucleate it 
like a goiter. An infiltration, however, recurred 
with great rapidity. 

Histologically this growth was an osteosarcoma 
similar to those that occur in bones. The sarcoma- 
tous tissue is the youngest and most active part of 
the tumor and by successive modifications it changes 
to osteoid, bony, and cartilaginous tissue. In the 
recurring tumor there were found sarcoma cells 
almost exclusively with but little bone and no 
cartilage. 

The osteosarcoma may have had its origin in an 
osteogenic rest in the thyroid derived from the 
bronchial apparatus, but the author prefers to con- 
sider it a direct metaplasia of the connective tissue. 

PIERRE FREDET. 


Gatti, G.: Echinococcus Cyst of the Thyroid 
(Kyste & échinocoques de la thyroide). Clin. 
chir., 1913, Xxi, 713. By Journal de Chirurgie. 

A hydatid cyst of the right lobe of the thyroid of 
20 months’ duration was observed in a child of five. 
An attempt was made to enucleate the cyst proper 
and its capsule, but it ruptured and thyroid tissue 
had to be removed. 

The author makes a critical study of the literature 
of the subject and, as treatment, advises in order of 
preference, enucleation, partial resection of the 
thyroid or marsupialization. 

Attention is called to the fact that Gatti uses 
the term ‘“‘enucleation” in a sense different from 
that in which it has been used since the work of 
Delbet. Gatti speaks of enucleating the extra- 
parasitic sac formed to wall off the parasite. This, 
as in hydatid cysts of the liver, would be radically 
impossible. One may agree with Gatti, however, 
if the latter proposes enucleating the hydatid cyst 
proper, which, in the case cited, could have been 
easily accomplished as there were no adhesions be- 
tween the cyst wall proper and the thyroid capsule 
surrounding it. PIERRE FREDET. 


Jamin, F.: The Combination of Thyreoses and 
Nephroses (Uber die Kombination von Thyreosen 
mit Nephrosen). Deutsche Ztschr. f. Nervenheilk., 
1913, xlvii-xlviii, 255 (Festschr. von Striimpel). 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author describes cases in which a more or less 
definite picture of thyreosis was accompanied by 
definite disturbances in the kidney. That this 
was not merely a coincidence was proven by the 
effect that the one exerted upon the other. The 
mildest cases were represented by the so-called 
orthostatic albuminuria, especially that occurring 
in young girls. Although this condition is fre- 
quently designated as chlorosis, the accompanying 
rapid enlargement of the thyroid gland and the 
blood picture proves that it belongs to the group of 
thyroid disturbances. Besides the thyroid, also 
other organs of internal secretion may be involved 
and may produce symptoms difficult to interpret. 
In many cases disturbances of development 
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THE FOURTH CLINICAL 


HILE the chief attraction of the annual 
sessions of the Congress will always be 
the elaborate clinical programs which can 

be provided in the larger cities on this continent, 
special pains are taken to provide scientific pro- 
grams for the evenings that will prove interesting 
and attractive in themselves. At this year’s 
meeting the Congress will be honored by the 
presence of a number of eminent surgeons from 
abroad, who will take an active part in discussing 
topics of live surgical interest. With the selec- 
tion of several prominent American surgeons the 
programs are now complete, and these evening 
meetings cannot fail to be of very great interest. 
It is with pleasure that we present herewith por- 
traits of a number of the men who will participate 
in these programs. 


ALUMNI REUNIONS AND DINNERS 

The local alumni associations of the medical 
schools of Chicago have taken advantage of the 
fact that hundreds of the graduates of these 
schools will attend the Fourth Session of the Con- 
gress and have arranged for alumni dinners and 
smokers on Thursday evening, November 13th. 
Tickets for any of these dinners may be obtained 
at headquarters at the Hotel LaSalle or the 
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CONGRESS IN CHICAGO 


Hotel Sherman, or from the secretaries of the 
organizations. The entertainments are arranged 
for early hours in order that the men may attend 
the Cancer Meeting which is to be held on the 
same evening in Orchestra Hall. 

RusH.— The Alumni Association of Rush 
Medical College will hold its dinner at 6 o’clock in 
the Louis XVI Room of the Hotel Sherman. 
The Secretary of the Association is Dr. Arthur 
M. Corwin, 15 E. Washington Street. Alumni 
headquarters will be at the Sherman also. 

NORTHWESTERN.— The Alumni Association of 
Northwestern University Medical School will 
give a dinner at 6:15, at the Blackstone Hotel. 
The Secretary is Dr. Arthur B. Eustace, 4238 
Indiana Avenue. 

UNIVERSITY OF ILLINoIS.— The Alumni of the 
College of Medicine of the University of Illinois, 
formerly the College of Physicians and Surgeons, 
will have headquarters at the Illini Club, 314 S. 
Federal Street. The dinner will be given at 6 
o’clock at the University Club. The Secretary is 
Dr. G. J. Lorch, 1800 W. Chicago Avenue. 

HAHNEMANN.— The Alumni Association of 
Hahnemann Medical College will give a dinner 
followed by a smoker with special entertainment 
for members and their friends, the place and hour 
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to be announced later. Tickets may be obtained 
of Dr. A. H. Gordon, Chairman of the Executive 
Committee, 858 La Salle Avenue, or at the Col- 
lege office. 


CHICAGO NEUROLOGICAL SOCIETY 

This society will hold its regular monthly 
meeting on Saturday evening, November 8th, at 
8:30 o’clock in the Gold Room of the Congress 
Hotel. The principal speaker of the evening will 
be Professor Harvey Cushing of Harvard Uni- 
versity. His subject will be ‘‘ The Year’s Experi- 
ences in Neurologic Surgery.” The following 
surgeons will participate in the discussion: Charles 
A. Elsberg of New York City; Ernest Sachs of 
St. Louis; and Albert E. Halstead of Chicago. 

Invitations have been sent out by the Secretary 
of the Society, Dr. D’Orsay Hecht, 104 S. Michi- 
gan Avenue. Members of the Congress will be 


admitted upon presentation of programs which 
will be issued at headquarters. 


CHICAGO GYNECOLOGICAL SOCIETY 

A special meeting of this society will be held on 
Saturday evening, November 15th, at 8:15, in the 
Florentine Room of the Congress Hotel in honor 
of its two distinguished guests, Professor Dr. 
Kroénig and Professor Dr. Gauss of Freiburg, 
Germany. Among the papers to be read at this 
meeting are the following: 

Robert L. Dickinson, Brooklyn: One-Stitch 
Perineorrhaphy and Two-Stitch Hysterectomy as 
Examples of Efficiency Methods. . 

Thomas S. Cullen, Baltimore: The Umbilicus 
and Its Diseases. 

The society through its Secretary, Dr. Robert 
T. Gillmore, extends an invitation to all members 
of the Congress to attend this meeting. 





For the benefit of those who may have over- 
looked the matter published in last month’s 
issues we reprint herewith the detailed arrange- 
ments which have been made with regard to 
registration, headquarters, daily bulletins of 
clinics, etc., together with the clinical and evening 
programs corrected to date. 


THE CLINICAL PROGRAM 

Dr. Albert J. Ochsner, the first President of the 
Congress, was selected as Chairman of the Com- 
mittee on Clinical Programs for the fourth ses- 
sion of the Congress, and under his supervision 
an attractive program has been provided. Every 
clinician of ability and reputation in Chicago will 
be ready to do his share in entertaining the 
hundreds of guests who are expected to attend. 
The program as printed on the following pages, 
however, must be considered merely as an outline 
of what the clinicians of Chicago expect to do. 
The daily program as bulletined at headquarters 
will be more extensive and will give in detail the 
nature of the operative work and demonstrations. 
A complete showing of this city’s clinical facil- 
ities will be made. Every branch of surgery will 
be represented in the program: gynecology, 
obstetrics, genito-urinary surgery, orthopedics, 
surgery of the eye, ear, nose, throat and mouth. 
One will find enough actual surgical work in any 
one of the specialties to keep him busy each day of 
the session. In addition to clinics in operative 
surgery, a large number of special demonstrations 
in radiology, experimental surgery, surgical 
pathology, etc., will be provided. 


The Committee on Hospitals announces that 
more than 2000 members may be accommodated 
at all times in the larger amphitheathers, and in 
addition there are numerous clinics where small 
groups of from ten to forty may be accommo- 
dated. Attendance upon the special demon- 
strations will be limited to small groups, for which 
special tickets will be distributed at headquarters. 


HEADQUARTERS 


The Committee on Arrangements, with Dr. E. 
Wyllys Andrews as its Chairman, has arranged 
to comfortably care for a large attendance, bear- 
ing in mind the probability that there would be a 
greater number of visiting surgeons than were 
registered at the New York meeting. Thus, by 
providing headquarters at two separate hotels, 
overcrowding will be eliminated. General head- 
quarters will be located at the Hotel LaSalle 
where the entire eighteenth and _ nineteenth 
floors have been reserved for the use of the Con- 
gress. Here each member will register on arrival 
to obtain his membership card and button. 

The fourth session will be limited to one week, 
the clinics beginning on Monday morning and 
continuing up to Saturday afternoon. In order 
that the entire week may be utilized by the vis- 
iting surgeons, headquarters at both the Hotel 
LaSalle and Hotel Sherman will be open on the 
afternoon and evening of Saturday and all day 
Sunday, November 8th and oth. 

To facilitate the work of registration, visiting 
surgeons are urged to plan to arrive in Chicago 
not later than Sunday and to register promptly 
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upon arrival so that they may be ready for the 
early clinics on Monday morning. Arrange- 
ments have also been made for registration in 
advance for those who wish to secure their mem- 
bership cards previous to arriving in Chicago. 
This may be done by forwarding the registration 
fee with the acceptance card which is sent with 
each invitation. 

Separate headquarters for the Division of Sur- 
gical Specialties, which includes Surgery of the 
Eye, Ear, Nose, Throat and Mouth, will be estab- 
lished on the second floor of the Hotel Sherman, 
three blocks from the Hotel LaSalle. Large 
bulletin boards will be placed in the Louis XVI 
Room on which will be posted each day the 
schedule of all clinics in these specialties. In this 
room also will be held the evening sessions of this 
section of the Congress. 


DAILY BULLETINS AND PROGRAMS 


During the afternoon of each day of the session 
there will be bulletined at headquarters a com- 
plete, accurate program of the clinics and demon- 
strations to be given on the succeeding day. 
These bulletins will be displayed on large boards 
in the Ballroom at the Hotel LaSalle and in the 
Louis XVI Room of the Hotel Sherman. Printed 
programs will be issued daily announcing all 
clinics, demonstrations, evening sessions, busi- 
ness meetings, etc. The complete program for 
Monday will be posted on Saturday afternoon. 


MEMBERSHIP IN THE CONGRESS 

Any physician or surgeon in North America in 
good standing may become a member of the 
Clinical Congress by registering at any annual 
meeting and paying the registration fee of $5.00. 
Automatically the subscribers to Surcery, 
GYNECOLOGY AND OBSTETRICS, the official jour- 
nal of the Congress, are members of the Congress 
and will receive invitations without request. 
Other members of the profession who desire to 
attend will receive formal invitations upon re- 
quest to the General Secretary. 


REGISTRATION FEE 

A registration fee of $5.00 is required of each 
surgeon upon registration, at which time a mem- 
bership card will be issued. 

Unlike conditions prevailing in most medical 
societies, where annual dues are paid by each 
member without regard to his attendance at any 
meeting of the society, the payment of a registra- 
tion fee is required of a member of the Congress 
only when he is in attendance at an annual session. 

The purpose of this fee is to provide funds to 


meet the expense of preparing for and conducting 
the annual meeting in order that no financial 
burden may be imposed upon the members of the 
profession in the city entertaining the Congress. 
Judging from past experience, the amount re- 
ceived from such fees will be barely sufficient for 
the purpose, so that payment of the fee is expected 
of all who register. 


MEMBERSHIP CARDS 

It will be absolutely necessary for each surgeon 
who desires to attend the clinics and evening 
sessions to register at headquarters and secure a 
membership card. Admission to all clinics and 
evening sessions will be strictly limited to mem- 
bers of the Congress upon presentation of such 
membership cards. 


EVENING MEETINGS 

There will be eight evening sessions at which 
scientific papers will be read and discussed by 
distinguished American and European surgeons. 
Including the Presidential Meeting, five of these 
sessions will be devoted to general surgical topics. 
For three of these the commodious and comfort- 
able Orchestra Hall has been secured; the other 
two meetings will be held in the Gold Room of 
the Congress Hotel. 

Under the auspices of the Committee on Sur- 
gical Specialties, having in charge the program 
for those interested in Surgery of the Eye, Ear, 
Nose, Throat and Mouth, there will be three 
evening meetings in the Louis XVI Room of 
the Hotel Sherman. 

The complete programs for the evening sessions 
will be found on succeeding pages. 


PRESIDENTIAL MEETING 

The formal opening of the Congress, the Presi- 
dential Meeting, will occur on Monday evening. 
This will be held in Orchestra Hall, and at this 
time the President-elect, George Emerson Brewer 
of New York City, will be inaugurated and will 
deliver the annual address. The Presidents of 
the American Medical Association and _ the 
Canadian Medical Association are expected to be 
present and deliver brief addresses. There will 
be one other scientific paper at this meeting. 


CANCER SYMPOSIUM 
There will be an extraordinary session on 
Thursday evening in Orchestra Hall for the dis- 
cussion of the cancer problem. Prominent lay- 
men and surgeons representing various organiza- 
tions will discuss in brief addresses this problem, 
especially as it relates to the education of the 
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public in regard to the importance of the early 
recognition of cancer and the importance of treat- 
ing the disease in its early stages. 


RAILROAD RATES AND TRAFFIC ARRANGEMENTS 


Special rates have been granted for this session 
of the Congress in certain parts of the country, 
including practically all of the states east of 
the Mississippi River, and the eastern provinces 
of Canada. The details of these special rates 
may be had upon application to the local 
representatives of any of the roads. Certain of 
the railroads are making special traffic arrange- 


ments to care for the men who will come to 
Chicago at this time: From the Eastern States 
and Canada, the New York Central Lines, the 
Pennsylvania Lines and the Grand Trunk Rail- 
way; from the South, the Chicago and Eastern 
Illinois; from the West, Southwest and North- 
west, the Santa Fe and the Chicago, Milwaukee 
and St. Paul railways. Members of the Con- 
gress are urged to patronize these roads as the 
officials of the several lines have been kind enough 
to assist the management of the Congress in its 
plans for making the Chicago session of the Con- 
gress the greatest in its history. 





PROGRAM OF EVENING SESSIONS 


GENERAL SURGICAL DIVISION 


Presidential Meeting, Monday, November roth, in Orchestra Hall 
Address of Welcome by E. Wyttys ANpREws, Chairman of Committee on Arrangements. 
Epwarp Martin, Philadelphia: Address of retiring president. 
Brief Addresses by Presidents of the National Medical Societies. 


Inauguration of President BREWER. 


GEORGE EMERSON BREWER, New York City: A New Method of Pyloric Closure in Gastro-enterostomy. 
Harvey CusHING, Boston: A Report of a Series of 150 Gasserian Ganglion Operations. 


Discussion by Joun B. Murpny, Chicago. 


Tuesday, November 11th, in Orchestra Hall 


HERBERT J. Paterson, F. R. C. S., London: 
Determine Its Use. 
Discussion by Cart BEcK, Chicago. 
Joun B. Deaver, Philadelphia: Gastric Hemorrhage. 
Discussion by A. J. OCHSNER, Chicago. 


ProFessor TUFFIER, Paris: Grafting of the Human Ovary. 


Discussion by ALExIs CARREL, New York City. 


The Operation of Gastro-jejunostomy and the Principles Which Should 


Wednesday, November 12th, in the Gold Room, Congress Hotel 
Proressor Doctor KRronic, Freiburg, Germany: The Radio-Therapeutic Treatment of Benign and Malignant Tumors. 
Discussion by Howarp KELLy, Baltimore, and C. J. Gauss, Freiburg, Germany. 
Hucw Casot, Boston: The Diagnosis of Lesions of the Upper Urinary Tract. 


Discussion by ARTHUR DEAN BEVAN, Chicago. 


J. M. T. Fryney, Baltimore: Fourteen Years’ Experience with the Operation of Pyloroplasty. 


Discussion by E. Wyttys ANpREws, Chicago. 


Cancer Meeting, Thursday, November 13th, in Orchestra Hall 


Tuomas S. CULLEN, Baltimore: (a) Report of the Cancer Campaign Committee of the Clinical Congress of Surgeons of 


North America. 


(b) The Diagnosis of Cancer of the Uterus. 


Mr. SAMvuEL Hopkins Apams, New York City: Publicity Through the Lay Press. 
EDWARD REYNOLDS, Boston: Publicity and Education Through the American Society for the Control of Cancer. 
FREDERICK R. GREEN, Chicago: Publicity and Education Through the Council on Health and Public Instruction of 


the American Medical Association. 
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Mr. Freperick L. HorrmMan, Newark: The Educational Value of Cancer Statistics to Insurance Companies, the 
Public, and the Medical Profession. 

James Ewrnc, New York City: The Relation of the Pathological to the Surgical Diagnosis in Cases of Cancer. 
LIVINGSTON FARRAND, New York City, Chairman National Association for the Study of the Prevention of Tuber- 
culosis: How the Education Campaign on Cancer May Parallel the Educational Campaign on Tuberculosis. 

Wituiam J. Mayo, Rochester, Minnesota: Cancer of the Stomach and Colon. 

C. J. Gauss, Freiburg, Germany: The Radio-Therapeutic Treatment of Carcinoma. 

Josern C. BLooncoop, Baltimore: A Very Recent Investigation of the Outcome of the Cases of Cancer Recorded in 
the Johns Hopkins Hospital and the Surgical Pathological Laboratory. (Lantern Demonstration.) 


Friday, November 14th, in the Go'd Room, Congress Hotel 
Sm W. ArsutTHNot LANE, London: Title of paper to be announced. 
ROswWELL Park, Buffalo: On the Relation of the Ductless Glands to the Work of the Surgeon. 
Discussion by DEAN D. Lewis, Chicago. 
Joun F. Brynte, Kansas City: Some Uses of Fat in Surgery. 
Discussion by JASPER HALPENNY, Winnipeg, Manitoba. 
Cuartes H. Mayo, Rochester, Minnesota: A Summing Up of the Goiter Question. 
Discussion by GEORGE W. CRILE, Cleveland. 


DIVISION OF SURGICAL SPECIALTIES 


Tuesday, November r1th, in the Louis XVI Room, Hotel Sherman 


Opening Address by E. WyLttys ANDReEws, Chairman of Committee on Arrangements. 
EpWARD JACKSON, Denver: Operations on the Extraocular Muscles. 
Discussion by C. H. BEARD and GeorcE F. FISKE. 
Haroitp GirrorD, Omaha: Sympathetic Ophthalmia. 
Discussion by E. V. L. Brown and J. B. Lorine. 
Rosert H. Exwiortt, M. D., F. R. C. S., Lt.-Col. I. M. S., Superintendent Government Ophthalmic Hospital, Madras, 
India, will also address the meeting. 


Wednesday, November r2th, in the Louis XVI Room, Hotel Sherman 
G. Hupson-MAKUEN, Philadelphia: Surgery of the Faucial Tonsil! as it Relates to the Functions of the Tongue and 
Soft Palate in the Production of the Voice. 
Discussion by W. E. CASSELBERRY and ELMER KENYON. 
V. P. Brarr, St. Louis: Peridental Infections: Their Relation to Neighboring Organs. 
Discussion by ARTHUR D. Brack and HersBert A. Ports. 


Friday, November r4th, in the Louis XVI Room, Hotel Sherman 
Frep Wuitrnc, New York City: The Indications for the Radical Mastoid Operation withithe Steps Essential to Success- 
ful Healing. 
Discussion by FRANK ALLPORT and JosepH BECK. 
Putri D. Kerrtson, New York City: The Surgical Treatment of Suppurative Labyrinthitis, 
Discussion by Grorce E. SHaMBAUGH and J. GoRDON WILSON. 
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PRELIMINARY CLINICAL PROGRAM 


SURGICAL CLINICS 


CommitTEE: A. J. OcHSNER, Chairman, CARL Beck, Freperic A. BESLEY, ALLEN B. KANAVEL, and LAWRENCE RYAN 


Monday, November roth 


A. J. OCHSNER — Augustana Hospital — 8 to 1. 

JACOB FRANK — Columbus Hospital — g to 12. 

C. VOLINI — Columbus Hospital — 9 to 12. 

CHARLES DAVISON — Cook County Hospital — 9. 

A. BELCHAM KEYES—Cook County Hospital — 11 
to I. 

M. W. BACON — Englewood Hospital — 9 to ro. 

WM. H. BOHART — Englewood Hospital — 10 to 11. 

WM. FULLER — Englewood Hospital — 11 to 12. 

SYLVAN KUNZ — German Hospital — ro to 12. 

E. E. HENDERSON — House of Correction Hospital — 
9g to 12. 

BENJAMIN H. BREAKSTONE — Jefferson Park Hos- 
pital — 2 to 4. 

A. P. HEINECK — Jefferson Park Hospital — 10 to 12. 

GILBERT H. WYNEKOOP — Lake View Hospital — 
10 to 12. 

BENJAMIN H. BREAKSTONE — Maimonides Hos- 
pital — 10 to 12. 

JOHN B. MURPHY — Mercy Hospital — 8:30 to 12. 

E. WYLLYS ANDREWS — Michael Reese Hospital — 
9 to 12. 

EMANUEL FRIEND — Michael Reese Hospital — 8:30. 

CARL BECK — North Chicago Hospital — 9 to 11. 

EMIL G. BECK — North Chicago Hospital — 9 to 11. 
Bismuth work only. 

S. DAHL — Norwegian Deaconess Hospital — 9 to rt. 

M. L. HARRIS — Policlinic Hospital — rr. 

NORMAN KERR — Policlinic Hospital — 11. 

J. R. PENNINGTON — Policlinic Hospital — 2 to 4. 

G. N. BUSSEY — Ravenswood Hospital — 10 to 12. 

G. W. GREEN — Ravenswood Hospital — 8 to to. 

ARTHUR DEAN BEVAN — Rush Medical College — 9 
to 1. Borderland clinic with Dr. RANK BILLINGs. 

C. G. BUFORD — St. Joseph’s Hospital — 2. 

CARL WAGNER — St. Joseph’s Hospital — 10 to 12. 

W. H. ALLPORT — St. Luke’s Hospital — 2. 

T. A. DAVIS — West Side Hospital — 1 to 3. 

EDWARD M. BROWN -- West Side Hospital — 8 to rr. 

T. J. CONLEY — West Side Hospital —- 10 to 12. 

J. V. FOWLER — Willard Hospital — 11 to 12. 


Tuesday, November rith 


N. M. PERCY — Augustana Hospital — 8 to ro. 
C. G. BUFORD — Children’s Memorial Hospital — 2. 
FRANK BYRNES — Columbus Hospita! — 9 to 12 
JAMES J. McCGUINN — Columbus Hospital — g to r2. 
LAWRENCE RYAN — Cook County Hospital — 8 to 11. 
FREDERICK G. DYAS — Cook County Hospital — 2. 
C. F. P. KORSELL — Englewood Hospital — 9 to ro. 
JOSEPH REESE — Englewood Hospital — 10 to 11. 
A. G. ZIMMERMAN — German Hospital — 9 to 12. 
PAUL GRONNERUD — German Hospital — 10 to 12. 
C. I. WYNEKOOP — Lake View Hospital — 8 to 1o. 
BENJAMIN H. BREAKSTONE — Maimonides Hos- 
pital — 10 to 12. 
E. WYLLYS ANDREWS — Mercy Hospital — 8 to ro. 


L. A. GREENSFELDER — Michael Reese Hospital — 8 
to Io. 

1. L. McARTHUR — Michael Reese Hospital — g to 11. 

D. N. EISENDRATH—Michael Reese Hospital—g to 12. 

CARL BECK — North Chicago Hospital — 9 to 11. 

EMIL G. BECK — North Chicago Hospital — 9 to 11. 
Bismuth work only. 

WILLIAM HESSERT—Policlinic Hospital—11 to 12. 

ARTHUR B. EUSTACE and R. WILLIAM McNEALY 
— Post-Graduate Hospital — g to 12. 

WM. R. CUBBINS — Post-Graduate Hospital — 2 to 6. 

DEAN D. LEWIS — Presbyterian Hospital —9 to 11. 

GEORGE pve TARNOWSKY — Ravenswood Hospital 
—§ to x0. 

CHARLES H. PARKES — Sheridan Park Hospital — 8. 

C. H. MCKENNA —St. Joseph’s Hospital — ro to 11. 

C. M. MCKENNA — St. Joseph’s Hospital — 9 to 11. 

A. E. HALSTEAD — St. Luke’s Hospital — 8 to 11. 

AXEL WERELIUS — South Shore Hospital — 9 to 12. 

A. F. HENNING — Washington Park Hospital —g to 


— 


12. 
W. E. SCHROEDER — Wesley Hospital — 8 to 10. 
F. A. BESLEY — Wesley Hospital — 10 to 12. 
H. M. RICHTER — Wesley Hospital — 4 to 6. 
E. M. BROWN — West Side Hospital — 8. 
E. E. HENDERSON — Frances Willard Hospital — 11 
to fr. 
Wednesday, November r2th 


A.G.ZIMMERMAN—Alexian Brothers Hospital—g to 11. 

A. J. OCHSNER — Augustana Hospital — 8 to 1. 

WM. FULLER — College of P. and S.— 1 to 3. 

WM. M. HARSHA — College of P. and S.— 1 to 3. 

JACOB FRANK — Columbus Hospital — 9 to 12. 

C. VOLINI — Columbus Hospital — g to 12. 

CARL LANGER — Englewood Hospital — 9 to 11. 

FRANKLIN A. WEATHERFORD — Englewood Hos- 
pital — 11 to 12. 

SYLVAN KUNZ — German Hospital — ro to 12. 

J. V. FOWLER — House of Correction — g to 11. 

E. E. TORELL — Lake View Hospital — 9 to to. 

GILBERT H. WYNEKOOP — Lake View Hospital — 


10 to 12. 
BENJAMIN H. BREAKSTONE — Maimonides Hospital 
—= 36 to 02. 


JOHN B. MURPHY — Mercy Hospital — 8:30 to 12. 

E. WYLLYS ANDREWS — Michael Reese Hospital — 
Q to f2. 

EMANUEL FRIEND — Michael Reese Hospital — 8:30 

CARL BECK — North Chicago Hospital — 9 to 11. 

E. E. HENDERSON — Norwegian Deaconess Hospital 
— 8 to Io. 

COLEMAN G. BUFORD — Policlinic Hospital — 2. 

J. R. PENNINGTON — Policlinic Hospital — 2 to 5. 

WALLACE GROSVENOR — Ravenswood Hospital — 8 
tol 


O. 
A. G. SCHROEDER — Ravenswood Hospital — 1o to 


12 
HUGH N. MacKECHNIE — Rhodes Avenue Hospital — 
3 tos. 
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ARTHUR DEAN BEVAN — Rush Medical College — 9 
tor. Borderland clinic with Dr. BERTRAM Sippy. 
LAWRENCE RYAN —St. Anthony’s Hospital — 10 to 12. 
W. S. HECTOR, L. B. DONKLE, J. C. HEPBURN, W. 

J. HURLEY, J. C. BELSAN and J. B. HAEBERLIN 
(Joint Clinic) — St. Bernard’s Hospital — 10 to 4. 
CARL WAGNER — St. Joseph’s Hospital — 10 to 12. 
A. E. HALSTEAD — St. Luke’s Hospital — 8 to 11. 
CHARLES DAVISON — University Hospital —1 to 3. 
E. M. BROWN — West Side Hospital — 8. 
A. P. HEINECK — West Side Hospital — 8 to ro. 


Thursday, November 13th 


N. M. PERCY — Augustana Hospital —- 8 to 10. 

A. J. OCHSNER — Coilege of P. and $.— 1 to 3. 

N. M. PERCY — College of P. and S.— 1 to 3. 

JAMES J. McGUINN — Columbus Hospital — ro to 12. 
FRANK BYRNES — Columbus Hospital — 9 to 12. 
LAWRENCE RYAN — Cook County Hospital — 8 to 


It. 

E. WYLLYS ANDREWS— Cook County Hospital —9 
to 2. 

FREDERICK G. DYAS — Cook County Hospital — 2. 

A. G. ZIMMERMAN — German Hospital — 9 to 12. 

PAUL GRONNERUD — German Hospital — ro to 12. 

H. R. CHISLETT — Hahnemann Hospital — 8:30. 

C. E. KAHLKE — Hahnemann Hospital 30. 

C. I. WYNEKOOP — Lake View Hospital — 8 to to. 

BENJAMIN H. BREAKSTONE — Maimonides Hos- 
pital — ro to 12. 

JOHN B. MURPHY — Mercy Hospital — 8:30 to 12. 

CARL BECK — North Chicago Hospital — 9 to 11. 

EMIL G. BECK — North Chicago Hospital — 9 to 11. 
Bismuth work only. 

WM. F. SCOTT — Oak Park Hospital — 10 to 12. 

M. L. HARRIS — Policlinic Hospital — 11. 

ARTHUR B. EUSTACE and.R. WILLIAM McNEALY 
-—— Post-Graduate Hospital — 9 to 12. 

CARL B. DAVIS — Presbyterian Hospital — 11 to 1. 

C. N. BUSWELL — Ravenswood Hospital — 8 to tro. 

ARTHUR DEAN BEVAN — Rush Medical College 
to1. Borderland clinic with Dr. FRANK BILLINGS. 

C. H. MCKENNA — St. Joseph’s Hospital — ro to 12. 

C. G. BUFORD — St. Joseph’s Hospital — 2. 

A. E. HALSTEAD — St. Luke’s Hospital — 8 to 11. 

W. H. ALLPORT — St. Luke’s Hospital — 2. 

WM. M. HARSHA—St. Luke’s Hospital. 

AXEL WERELTUS — South Shore Hospital — 9 to 12. 

D. A. K. STEELE — University Hospital — 1 to 3. 

F. A. BESLEY — Wesley Hospital — 4 to 6 

PAUL B. MAGNUSON — Wesley Hospital — g to 12. 

E. M. BROWN — West Side Hospital — 8. 

C. C. ROGERS — Frances Willard Hospital — 10 to 12. 

ALLAN D.STEWART—Frances Willard Hospital—3 to 5. 
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Friday, November 14th 


A. G. ZIMMERMAN — Alexian Brothers Hospital — 
g tort. 

A. J. OCHSNER — Augustana Hospital — 8 to 1. 

EDWARD M. BROWN — College of P. & S.— 1 to 3. 

JACOB FRANK — Columbus Hospital — 9 to 12. 

C. VOLINI — Columbus Hospital — 9 to 12. 

F. A. BESLEY — Cook County Hospita! — 10 to r2. 


GEORGE F. THOMPSON — Cook County Hospital — 
8 to Io. 
H. M. RICHTER — Cook County Hospital — 3 to 4:30. 


SYLVAN KUNZ — German Hospital — ro to 12. 


GILBERT H. WYNEKOOP — Lake View Hospital — 10 


to 12. 
BENJAMIN H. BREAKSTONE — Maimonides Hos- 
pital — 10 to 12. 
E. WYLLYS ANDREWS — Mercy Hospital — 8 to 10. 
L. A. GREENSFELDER — Michael Reese Hospital — 
8 to Io. 
L. L. McARTHUR — Michael Reese Hospital — 9 to 11. 
D. N. EISENDRATH— Michael Reese Hospital —9 to 


12. 

EMANUEL FRIEND — Michael Reese Hospital — 8:30. 

CARL BECK — North Chicago Hospital — 9 to 11. 

J. R. PENNINGTON — Policlinic Hospital — 2 to 4. 

WILLIAM HESSERT — Policlinic — 11 to 12 

CHARLES J. ROWAN — Presbyterian Hospital — 11 
tor. 

G. N. BUSSEY — Ravenswood Hospital — 10 to 12. 

G. W. GREEN — Ravenswood Hospital — 8 to ro. 

ARTHUR DEAN BEVAN — Rush Medical College — 9 


to 1. Borderland clinic with Dr. J. B. Herrick. 
CARL WAGNER — St. Joseph’s Hospital — 10 to 12. 
M. J. SEIFERT — St. Mary’s of Nazareth Hospital — 


8 to Io. 
A. F. HENNING — Washington Park Hospital — 9 to 12. 
D. A. K. STEELE — University Hospital — 1 to 2:30. 
CHARLES DAVISON — University Hospital — 2:30 to 4. 
ALLEN B. KANAVEL — Wesley Hospital — 4 to 6. 
PAUL B. MAGNUSON — Wesley Hospital — 9 to 12 
T. J. CONLEY — West Side Hospital — 10 to 12. 
G. C. AMERSON — West Side Hospital —g to 11. 


Saturday, November 15th 


N. M. PERCY — Augustana Hospital — 8 to ro. 

JAMES J. McGUINN — Columbus Hospital — 9 to 12 

FRANK BYRNES — Columbus Hospital — 9 to 12. 

A. COSMOS GARVY — Columbus Hospital — 2 to 4. 

FREDERICK G. DYAS — Cook County Hospital — 8 

E. WYLLYS ANDREWS — Cook County Hospital — 
OQ tO 12. 


C. E. HUMISTON — Cook County Hospital — 10 to 12. 


A. BELCHAM KEYES — Cook County Hospital — 3 to 6. 

PAUL F. MORF — Cook County Hospital — 1 to 4. 

A. G. ZIMMERMAN — German Hospital — 9 to 12. 

H. R. CHISLETT — Hahnemann Hospital — 8:30. 

C. E. KAHLKE — Hahnemann Hospital — 8:30 

>. I. WYNEKOOP — Lake View Hospital — § to ro. 

BENJAMIN H. BREAKSTONE — Maimonides Hos- 
pital — 1o to 12. 

JOHN B. MURPHY — Mercy Hospital — 8:30 to 12. 

CARL BECK — North Chicago Hospital — 9 to 11. 

EMIL G. BECK — North Chicago Hospital — 9 to 11. 


Bismuth work only. 
S. DAHL — Norwegian Deacones ss Hospita ~——@ to If. 
COLEMAN G. BUFORD — Policlinic Hos spit a _ 
PAUL GRONNE wa 1) — Policlinic Hospital 2 to i. 
W. J. MARVEL — Post- Geodente Ho rahe ul 2 to 4. 


D. W. GRAHAM — Presbyterian Hoe —2to 5. 

W. H. ALLPORT — St. hsibe’s Hoamiaed 2 

AXEL WERELIUS — South Shore Hospital — 9 to 12. 
W. E. SCHROEDER — Wesley Hospital —.10 to 12. 


Ek. M. BROWN — West Side Hospital — 8. 


Days and Hours to be Announced 
JAMES BURRY — Illinois Steel Co. Hospital. 
WILLIAM HESSERT—Alexian Brothers and St. Joseph’s 
Hospitals 
S. C. PLUMMER — St. Luke’s Hospital. 
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AND OBSTETRICAL CLINICS 


ComMMITTEE: J. CLARENCE WEBSTER, Chairman, Frank T. ANDREWS, CHARLES S. BAcoN, and THomAs J. WATKINS 


Monday, November roth 


CHANNING W. BARRETT — Cook County Hospital — 
8 to Io. 

CAREY CULBERTSON — Cook County Hospital — 8. 

ALBERT GOLDSPOHN — Evangelical Deaconess Hos- 
pital — 9 to 12. 

E. B. ANDERSON — Englewood Hospital — 9 to 1o. 

S. L. FRIDUSS — Englewood Hospital — ro to 11. 

THEODORE J. DOEDERLEIN — German Hospital — 9. 

FRANK T. ANDREWS — Mercy Hospital — 8 to ro. 

EMIL RIES — Post-Graduate Hospital — 9. 

HENRY SCHMITZ — St. Mary’s Hospital — 8 to to. 

WM. B. FEHRING — Rush Medical College — 11. 

ARTHUR H. CURTIS — Wesley Hospital — 9. 

ROBERT T. GILLMORE — Wesley Hospital — 2 to 4. 

MARK T. GOLDSTINE — Wesley Hospital — 10:30. 


Tuesday, November 11th 


G. J. HAGENS — Englewood Hospital — 9 to to. 

S. A. WATERMAN — Englewood Hospital — 10 to 11. 

PETER S. CLARK — Hahnemann Hospital — 10. 

JOHN W. BIRK — Lake View Hospital — 2 to 4. 

CHANNING W. BARRETT — Policlinic Hospital — 
10 to II. 

A. BELCHAM KEYES — Policlinic Hospital — 3 to 4. 

CAREY CULBERTSON — Rush Medical College — 11. 

W. M. THOMPSON — St. Joseph’s Hospital — 9. 

PHILIP S. DOANE — St. Joseph’s Hospital -— 2:30. 


Wednesday, November rath 


CHANNING W. BARRETT — Cook County Hospital 
— 8 to 12. 

HENRY F. LEWIS — Cook County Hospital — 3:30. 

C. F. WEIR — Englewood Hospital — 1o to 11. 

PETER S. CLARK — Hahnemann Hospital — ro. 

B.A. McBURNEY—Hahnemann Medical College—10:30. 

W. S. BARNES — Mercy Hospital — 8 to ro. 

LESTER FRANKENTHAL— Michael Reese Hospital—o. 

FRANK W. LYNCH — Presbyterian Hospital — 11 to 1. 

J. CLARENCE WEBSTER—Rush Medical College, Senn 
Hall — 11 to 1. 

N. SPROAT HEANEY — Rush Medical College — 11. 

E. C. DUDLEY — St. Luke’s Hospital — 2. 

MARY G. McEWEN — University Hospital — 9 to 11. 

ARTHUR H. CURTIS — Wesley Hospital — o. 

MARK T. GOLDSTINE — Wesley Hospital — 10:30. 

HENRY SCHMITZ—Frances Willard Hospital—o to 11. 


Thursday, November 13th 


CAREY CULBERTSON — Cook County Hospita! — 8. 
ALBERT GOLDSPOHN — Evangelical Deaconess Hos- 
pital — 9 to 12. 


CHANNING W. BARRETT — Herrotin Hospital — 
8 to Io. 
JOHN W. BIRK — Lake View Hospital — 2 to 4. 
FRANK T. ANDREWS — Mercy Hospital — 8 to tro. 
C. v. BACHELLE — Policlinic Hospital — afternoon. 
WM. B. FEHRING — Rush Medical College — 11. 
PHILIP S. DOANE —St. Joseph’s Hospital — 2:30. 
CHARLES S. BACON—University Hospital—11 to 


12. 
ROBERT T. GILLMORE — Wesley Hospital — 2 to 4. 
THOS. J. WATKINS — Wesley Hospital — 9. 
CHANNING W. BARRETT — West Side Hospital — 
3 to 5. 
Friday, November r4th 


W. S. BARNES — Mercy Hospital — 8 to 10. 

CHANNING W. BARRETT — Policlinic Hospital — 
Io to It. 

A. BELCHAM KEYES — Policlinic Hospital — 3 to 4. 

CAREY CULBERTSON — Rush Medical College — 


cr, 
W. M. THOMPSON — St. Joseph’s Hospital — o. 
CHARLES S. BACON — University Hospital — 11 to 12. 


Saturday, November 15th 
CHANNING W. BARRETT — Cook County Hospital — 


8 to Io. 

LESTER FRANKENTHAL — Michael Reese Hospital 
— 9. 

FRANK W. LYNCH — Presbyterian Hospital — 11 


tor. 

J. CLARENCE WEBSTER—Rush Medical College, Senn 
Hall—11 to 1. 

N. SPROAT HEANEY — Rush 


Medical College — 


it. 
THOS. J. WATKINS — Wesley Hospital — 9. 


Days and Hours to be Announced 


Ek. S. BAILEY — Hahnemann Hospital. 

HENRY T. BYFORD — West Side Hospital. 
FRANK CAREY. 

W. A. NEWMAN DORLAND. 

DAVID 5S. HILLIS — Provident Hospital. 

J. C. HOAG — St. Luke’s Hospital. 

RUDOLPH W. HOLMES — Augustana Hospital. 
GUSTAV KOLISCHER. 

FRANKLIN H. MARTIN — St. Luke’s Hospital. 
CHARLES E. PADDOCK — St. Luke’s Hospital. 
CHARLES B. REED — Wesley Hospital. 
ERNEST SAURENHAUS — West Side Hospital. 
GEORGE SCHMAUCH. 

L. S. SIMON — Michael Reese Hospital. 
HERBERT MARION STOWE. 

BERTHA VAN HOOSEN — West Side Hospital. 




















CLINICAL CONGRESS OF SURGEONS OF NORTH AMERICA II 


ORTHOPEDIC CLINICS 


ComMiTTEE: E. W. Ryerson, Chairman, WALLACE BLANCHARD, CHARLES M. Jacoss, JoHN L. Porter, and 
? 7 
HENRY B. THomas 


Monday, November roth 
E. W. RYERSON — Children’s Memorial Hospital — 


3 to 6; Policlinic Hospital — 1 to 2. 
HENRY B. THOMAS—Cook County Hospital—8 to 


12. 

THOMAS P. LYNAM — Home for Destitute Crippled 
Children — 2 to 4. 

JOHN L. PORTER — St. Luke’s Hospital—t1o to 12. 

CHARLES M. JACOBS — West Side Dispensary (Max- 
well Street)— 2 to 4. 


Tuesday, November r1th 


JOHN L. PORTER — College of P. and S.— 1o to 11. 

HENRY B. THOMAS — Cook County Hospital — 8 to 
11; St. Luke’s Hospital — 1 to 2. 

WALLACE BLANCHARD — Home _ for 
Crippled Children — 2 to 4. 


Destitute 


Wednesday, November 12th 
E. W. RYERSON — Children’s Memorial Hospital — 3 
to 6; Policlinic Hospital — 1 to 2. 
CHARLES M. JACOBS — Cook County Hospital — 9 
to 10; 2 to 4. 
HENRY B. THOMAS — Cook County Hospital — 8 to 
11; Policlinic Hospital — 1 to 2. 


JOHN L. PORTER — Home for Destitute Crippled Chil- 
dren — 2 to 4. 

P. B. MAGNUSON — Home for Destitute Crippled 
Children — 2 to 4. 


Thursday, November 13th 
HENRY B. THOMAS — Cook County Hospital — 8 to 
11; St. Luke’s Hospital — 1 to 4. 
E. W. RYERSON — Home for Destitute Crippled Chil- 
dren — 2 to 4. 


Friday, November 14th 


HENRY B. THOMAS—Cook County Hospital—8 to 11. 

WALLACE BLANCHARD — Home for Destitute Crip- 
pled Children — 2 to 4. 

E. W. RYERSON — Policlinic Hospital — 1 to 3. 


Saturday, November 15th 


CHARLES M. JACOBS — Home for Destitute Crippled 
Children— 2 to 4. 
HENRY B. THOMAS — St. Luke’s Hospital — 8 to 11. 


Days and Hours to be Announced 
CHARLES M. JACOBS — Michael Reese Hospital. 


GENITO-URINARY SURGICAL CLINICS 


Committee: Louis E. Scumipt, Chairman, Wa. T. BELFIELD, ROBERT H. Herpst, Gustav KoLiscHeR, and Victor 
D. LESPINASSE 


Monday, November roth 


L. W. BREMERMAN — Lakeside Hospital — 1 to 3. 

B. C. CORBUS — Post-Graduate Hospital — 4 to 6. 

GUSTAV KOLISCHER, D. N. EISENDRATH, I. S. 
KOLL, and L. E. SCHMIDT — Michael Reese 
Hospital — 8 to 12. 

V. D. LESPINASSE — Wesley Hospital — 2 to 3. 


Tuesday, November 11th 
HARRY A. KRAUS, H. L. KRETSCHMER, and L. E. 


SCHMIDT — Alexian Brothers Hospital — 8 to 12. 
HARRY A. KRAUS — German Hospital — 4 to 5. 
GUSTAV KOLISCHER — Maimonides Hospital — 2 to 4. 
ROBERT H. HERBST — Policlinic Hospital — 8 to tro. 
W. T. BELFIELD — Rush Medical College — 4 to 6. 

Wednesday, November 12th 
F. KREISSL — Jefferson Park Hospital — 2 to 3. 


HARRY A. KRAUS — Policlinic Hospital — 4 to 5. 

B. C. CORBUS — Post-Graduate Hospital — 4 to 6. 

N. F. McCLINTON and L. O. SMITH — Post-Graduate 
Hospital — 4 to 6. 

GUSTAV KOLISCHER 


Michael Reese Hospital 
V. D. LESPINASSE 


- Wesley Hospital — 2 to 3. 


gto It. 


Thursday, November 13th 


L. W. BREMERMAN — Lakeside Hospital — 8 to to. 
ROBERT H. HERBST — Policlinic Hospital — 4 to 6. 
O. R. McCMARTIN — Policlinic Hospital — rr to 12. 
J. S. NAGEL — West Side Hospital — 3 to 5. 


Friday, November 14th 


H. L. KRETSCHMER — Alexian Brothers Hospital — 
8 to Io. 

HARRY A. KRAUS — Alexian Brothers Hospital — 8 
to 10; German Hospital — 4 to 5. 

F. KREISSL — Jefferson Park Hospital — 2 to 4. 

GUSTAV KOLISCHER — Maimonides Hospital 
II. 

B. C. CORBUS — Post-Graduate Hospital — 4 to 6. 

LOUIS E. SCHMIDT — Michael Reese Hospital - 


-9g to 


9 to 


It. 
WM. T. 

to 6. 
V. D. LESPINASSE 


BELFIELD — Rush Medical College 4 


- Wesley Hospital 


2 to 3. 


Saturday, November 15 


L. W. BREMERMAN — Lakeside Hospital 
V. D. LESPINASSE — Wesley Hospital 


-§8 to to. 
- 3 to 4. 











12 SURGERY, 


GYNECOLOGY AND OBSTETRICS 


OPHTHALMOLOGICAL CLINICS 


COMMITTEE: 


Monday, November roth 


WILLIS O. NANCE anpb M. H. LEBENSOHN — Illinois 
Charitable Eye and Ear Infirmary — 2:30 

GEORGE W. MAHONEY — Policlinic Hospits ul — 9. 

W. FRANKLIN COLEMAN — Post-Graduate Hospital 


— 4, 

WILLIAM H. WILDER, JOHN B. ELLIS, CHARLES 
G. DARLING, A. A. HAYDEN, anp W. G. REED- 
ER — Rush Medical College — 2:30. 


Tuesday, November 11th 


C. GURNEE FELLOWS anp E. J. GEORGE — Hahne- 
mann Hospital — 2:30. 

CHARLES H. BEARD ann WILLIAM A. BARR — 
Illinois Charitable Eye and Ear Infirmary — 2:30. 
ALFRED N. MURRAY — Lake View Hospital — 1 to 3. 
BROWN PUSEY — Northwestern University Medical 

School — 10. 
CHARLES H. FRANCIS — Policlinic Hospital — 9. 
GEORGE F. SUKER — Post-Graduate Hospital — 9. 
FRANK ALLPORT, CASEY A. WOOD, C. D. WEST- 
COTT, EMORY HILL, FRANK BRAWLEY, A. S. 
ROCHESTER, ann C. P. SMALL —St. Luke’s 
Hospital — 2 to 6. 


Wednesday, November 12th 


OSCAR DODD anno DWIGHT ORCUTT — Illinois 
Charitable Eye and Ear Infirmary — 2:30. 

S. MEAD HAGER — Policlinic Hospital — 9. 

W. FRANKLIN COLEMAN—Post-Graduate Hospital—o. 

GEORGE F. SUKER — Post-Graduate Hospital — 2. 

W. E. GAMBLE — University Hospital — 3 to 4. 

J. B. LORING — University of Illinois, College of 
Medicine — 3. 


Wm. H. Wiper, Chairman, Epwarp V. L. Brown, and Casstus D. Westcott 


Thursday, November 13th 


WILLIAM H. WILDER anv E. K. FINDLAY — 
Illinois Charitable Eye and Ear Infirmary — 2:30. 

RICHARD J. TIVNEN — Mercy Hospital — 3. 

GEORGE W. MAHONEY — Policlinic Hospital — 9. 

FRANK ALLPORT, CASEY A. WOOD, C. D. WEST- 
COTT, FRANK BRAWLEY, EMORY HILL, 
A. S. ROCHESTER anp C. P. SMALL — St. Luke’s 
Hospital — 2 to 6. 


Friday, November 14th 


H. W. WOODRUFF ann NILS REMMEN — Illinois 
Charitable Eye and Ear Infirmary — 2:30. 

ALFRED N. MURRAY — Lake View Hospital — 1 to 3. 

CHARLES H. FRANCIS — Policlinic Hospital — 9. 

W. FRANKLIN COLEMAN — Post-Graduate Hospital 


—. 
W. E. GAMBLE anp E. 


J. FINDLAY — University 
Hospital — 4 to §:30. 


Saturday, November 15th 


E. V. L. BROWN ano FRANCIS LANE — Illinois 
Charitable Eye and Ear Infirmary — 2:30. 

S. MEAD HAGER — Policlinic Hospital — 9. 

GEORGE F. SUKER — Post-Graduate Hospital — 2. 

FRANK ALLPORT, CASEY A. WOOD, C. D. WEST- 
COrT, FRANK BRAWLEY, EMORY HILL, 
A. S. ROCHESTER, anp C. P. SMALL —St. 
Luke’s Hospital — 2 to 6. 


Days and Hours to be Announced 


MORTIMER FRANK — Michael Reese Hospital. 
E. F. SNYDACKER — Michael Reese Hospital. 


LARYNGOLOGICAL AND RHINOLOGICAL CLINICS 


CoMMITTEE: FREDERICK MENGE, Chairman, Wm. L. BALLENGER, and JoHN Epwin RHODES 


Monday, November roth 
G. W. BOOT — Cook County Hospital — 1. 
STANTON A. FRIEDBERG — Cook County Hospital 
— 2 to 4. 
NOAH SCHOOLMAN—Maimonides Hospital—1o to 


12. 
CHARLES M. 

2:30 to 5. 
P. J. H. FARRELL — St. Joseph’s Hospital — 3 to 5. 
T. MELVILLE HARDIE — St. Luke’s Hospital. 


ROBERTSON — Policlinic Hospital — 


Tuesday, November rrth 


JOSEPH C. BECK — Cook County Hospital — 3 to 6. 

G. W. BOOT — Cook County Hospital — 1. Rush Med- 
ical College, Senn Hall — 2. 

AUSTIN A. HAYDEN — People’s Hospital — 2 to 4. 

OTTO T. FREER — Policlinic Hospital — 4 to 5. 


CHARLES H. LONG — Post-Graduate Hospital — 8:30 
to 12. 

P. J. H. FARRELL — Sheridan Park Hospital — 4 

AUSTIN A. HAYDEN — St. Joseph’s Hospital — 9 to 12. 


to 5 


Wednesday, November rath 


G. W. BOOT — Cook County Hospital — 1. 

BURTON HASELTINE — Hahnemann 
afternoon. 

JOHN EDWIN RHODES — Home for Destitute Crippled 
Children — 8. Rush Medical College — 2 to 4. 

OTTO T. FREER — Maimonides Hospital — 2 to 4. 

OTTO J. STEIN — Post-Graduate Hospital — 2 to 5. 

THOMAS W. LEWIS, DANIEL B. HAYDEN, H. P. 
BAGLEY, NO AH SCHOOLMAN, EDWIN 
McGINNIS — Rush Medical College, Senn Hall — 
2 to 4. 


Hospital — 
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AUSTIN A. HAYDEN—St. Bernard’s Hospital—1o to 
12. 

FREDERICK MENGE — Wesley Hospital — 8 to 12. 

R. H. GOOD — Frances Willard Hospital — 3. 


Thursday, November 13th 


G. W. BOOT — Cook County Hospital — 1. 

JOSEPH C. BECK — Cook County Hospital — 3 to 6. 
RICHARD H. BROWN — College of P. and S.— 9 to 11. 
CHARLES M. ROBERTSON — Peticlinic Hospital — 


2:30 to 5. 

CHARLES H. LONG — Post-Graduate Hospital — 8:30 
to 12. 

P. J. H. FARRELL — St. Joseph Hospital — 3 to s. 


Friday, November rath 


WM. L. BALLENGER — College of P. and S$.—10 to 


12. 

G. W. BOOT — Cook County Hospital—1. Rush Med- 
ical College, Senn Hall — 2. 

STANTON A. FRIEDBERG — Cook County Hospital 
~~ 2 (0 4. 

OTTO T. FREER — Policlinic Hospital — 4 to 5. 

GEORGE E. SHAMBAUGH — Rush Medical College, 
Senn Hall — 2 to 4. 

DANIEL B. HAYDEN — Rush Medical College, Senn 
Hall — 2 to 4. 


NORTH AMERICA 13 


P. J. H. FARRELL — Sheridan Park Hospital — 2 to 4. 
AUSTIN A. HAYDEN — St. Joseph’s Hospital — 9 to r2. 


Saturday, November 15th 


JOSEPH C. BECK — Cook County Hospital — 2 to 6. 

G. W. BOOT — Cook County Hospital —1. Children’s 
Memorial Hospital — 5:30. 

NOAH SCHOOLMAN—Maimonides Hospital—tro to 12. 

CHARLES H. LONG — Post-Graduate Hospital — 8:30 


to 12. 
THOMAS W. LEWIS, DANIEL B. HAYDEN, H. P. 
BAGLEY, NOAH SCHOOLMAN, EDWIN 


McGINNIS — Rush Medical College, Senn Hall — 
2to4 
ARTHU ng M. CORWIN — West Side Hospital — 8:30. 


sini and Hours to be Announced Later 


= . CAMPBELL — Post-Graduate Hospital. 
DENNIS — Wesley Hospital. 
MOR’ TIMER FRANK — Michael Reese Hospital. 
J. HOLINGER — St. Elizabeth’s Hospital. 
E. F. INGALS. 
HARRY KAHN — Michael Reese Hospital. 
O. H. MACLAY — Wesley Hospital. 
GEORGE P. MARQUIS — St. Luke’s Hospital. 
ROBERT SONNENSCHEIN — Rush Medical College. 
C. B. YOUNGER — Wesley Hospital. 


OTOLOGICAL CLINICS 


COMMITTEE: 


Monday, November roth 


G. W. BOOT — Cook County Hospital — 1. 

JAMES R. DAVEY — Illinois Eye and Ear Infirmary — 2. 

IRA FRANK — Michael Reese Hospital — 9. 

JOSEPH BECK — North Chicago Hospital — 3 to 6. 

J. GORDON WILSON — Northwestern University Medi- 
cal School — ro. 

J. HOLINGER — St. Joseph’s Hospital — 9. 

T. MELVILLE HARDIE — St. Luke’s Hospital. 


Tuesday, November r1th 


G. W. BOOT — Rush Medical College, Senn Hall — 2. 
Cook County Hospital — 1. 

JOSEPH BECK — Cook County Hospital — 3 to 6. 

H. H. BOETTCHER—Illinois Eye and Ear Infirmary—2. 

DAVID FISKE — Policlinic Hospital — 2:30. 

FRANK ALLPORT — St. Luke’s Hospital — 2. 
eral eye, ear, nose and throat clinic. 


Gen- 


Wednesday, November rath 


J. HOLINGER — Alexian Brothers Hospital — 9. 

G. W. BOOT — Cook County Hospital — 1. 

NORVAL H. PIERCE — Illinois Eye and Ear Infirm- 
ary — 2. 

JOSEPH BECK — North Chicago Hospital — 3 to 6. 

O. J. STEIN—Post-Graduate Medical School—afternoon. 

THOMAS W. LEWIS, DANIEL B. HAYDEN, H. P. 
BAGLEY, NOAH SCHOOLMAN, EDWIN 
McGINNIS — Rush Medical College, Senn Hall — 
2 to 4. 


Norval H. Pierce, Chairman, J. HoLincer, and Georce E. 


SHAMBAUGH 


FRANK ALLPORT —St. Luke’s Hospital — 2. 
eral eye, ear, nose and throat clinic. 


Gen- 


Thursday, November 13th 
DAVID —_— — Children’s 


z to 3. 
JOSEPH BE CK — Cook County Hospital — 3 to 6. 
G. W. BOOT — Cook County Hospital — 1. 
ALFRED LEWY — Hahnemann Hospital — 2:30. 
JAMES R. DAVEY —lIllinois Eye and Ear Infirmary 
—2. 
CHARLES M. ROBERTSON —- Policlinic — 2:30. 
JOHN R. FLETCHER — Post-Graduate Hospital — 


Memorial Hospital — 


2:30. 
IRA FRANK — Michael Reese Hospital — 9. 
J. HOLINGER — St. Joseph’s Hospital — o. 
A. H. ANDREWS — Wesley Hospital — morning. 


Friday, November 14th 


G. W. BOOT — Rush Medical College, Senn Hall — 2. 
Cook County Hospital — r. 


W. L. BALLENGER — College of P. & S.—10 to 
12. 
H. H. BOETTCHER —Illinois Eye and Ear Infirm- 


ary—2. 

JOSEPH BECK — North Chicago Hospitz al — 3 to 6. 

DAVID F < — Policlinic Hospit: al — 2: 

GEORGE E. SHAMBAUGH — Rush Medic al College, 
Senn Hail —2to4. 

FRANK ALLPORT — ‘St. Luke’s Hospital — 2. 
eral eye, ear, nose and throat clinic. 


Gen- 
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Saturday, November 15th 


J. HOLINGER — Alexian Brothers Hospital — 9. 

G. W. BOOT — Children’s Memorial Hospital — 5:30 
Cook County Hospital — 1. 

NORVAL H. PIERCE—Illinois Eye and Ear Infirmary—z. 


J. GORDON WILSON — 
cal School — 1o. 
THOMAS W. LEWIS, DANIEL B. HAYDEN, H. P. 
BAGLEY, NOAH SCHOOLMAN, EDWIN 
McGINNIS — Rush Medical College, Senn Hall — 

2 to 4. 


Northwestern University Medi- 


ORAL SURGICAL CLINICS 


CoMMITTEE: TRUMAN W. Bropuy, Chairman, THomas L. Gitmer, and Wm. H. G. Locan 


THOMAS L. GILMER — St. Luke’s Hospital — Wednes- 
day, 10; Northwestern University Dental School — 
Friday, 10:30. 

A. D. BLACK — St. Luke’s Hospital — Wednesday, 11. 

HERBERT A. POTTS — Presbyterian Hospital — Fri- 
day, 9; Northwestern University Dental School — 
Friday, 11:30. 


TRUMAN W. BROPHY — Frances Williard Hospital — 
Tuesday, 2 to 5; Presbyterian Hospital — Thursday, 2. 

WILLIAM H. G. LOGAN — Frances Willard Hospital — 
Tuesday, 3 to 5 

FREDERICK B. S[OOREHE. AD — College of Dentistry, 
University of Illinois—Monday, 9:30 to 12:30; Presby- 
terian Hospital—Wednesday and Friday, 8 to ro. 


RADIOLOGY 


CommitreE: Horus E. Porrer, Chairman, James T. Case, and ApoLPH HARTUNG 


Monday, November roth 


A. L. VAN HORN —St. Luke’s Hospital 2 to 3. 
General radiology. 

I. S. TROSTLER — St. Joseph’s 
General radiology. 

ALMA BRINDLEY — Wesley Hospital—1o to 11. 
General radiology. 


Hospital —g to 11. 


Tuesday, November r1th 


EMIL BECK —North Chicago Hospital—2 to 3. 
Stereo-radiography. 

MAX REICHMANN — Private Laboratory — 2 to 3. 
Diseases of bones. 

HOLLIS E. POTTER — Private Laboratory — 4 to 5. 
Radiography of the teeth and pneumatic sinuses of 
the head. 

JAMES T. CASE —St. Luke’s Hospital —8 to 11. 
Fluoroscopic and radiographic examination of vis- 


cera. 

A. L. VAN HORN — ‘St. Luke’s Hospital —2 to 3. 
General radiology. 

I. S. TROSTLER — St. Joseph’s Hospital —g to 11. 
General radiology. 


Wednesday, November r2th 


ADOLPH HARTUNG — Policlinic Hospital — 2 to 3. 
Demonstration of stomach examination. 

HERMAN L. KRETSCHMER and HOLLIS E. POT- 
TER — Presbyterian Hospital—4 to 5. Pyelog- 
raphy, ureter: il catheterization, radiography. 

FR: ANCE S E. TURLEY — Michael Reese Hospital — 
g torr. General radiology. 

JAMES T. CASE—‘St. Luke’s Hospital—8 to 11. 
Fluroscopic and radiographic examination of vis- 
cera. 


A. L. VAN HORN —St. Luke’s Hospital — 2 to 3. 
General radiology. 


Thursday, November 13th 


EMIL BECK—North Chicago Hospital — 2 
Stereo-radiography. 

HOLLIS E. POTTER — Private Laboratory — 4 to 5. 
Radiography of mediastinum, heart and lungs. 

MAX REICHMANN — Private Laboratory — 2 to 3. 
Réntgen examination of digestive tract. 

FRANCES E. TURLEY — Michael Reese Hospital — 9 
to 11. General radiology. 

JAMES T. CASE —‘St. Luke’s Hospital —8 to 11. 
Fluoroscopic and radiographic examination of viscera. 

I. S. TROSTLER — St. Joseph’s Hospital —g to 11. 
General radiology. 

ALMA BRINDLEY — Wesley Hospital—1o to 11. 
General radiology. 


to 3. 


Friday, November 14th 


HOLLIS E. POTTER — Presbyterian Hospital — 10 to 
12. Bismuth X-ray work. 

FRANCES E. TURLEY — Michael Reese Hospital — 
9g to 11. General radiology. 

JAMES T. CASE —St. Luke’s Hospital—r1 to 2, 
General radiology; 1 to 2, X-ray clinic (with lantern 
demonstration). 


Saturday, November 15th 


ADOLPH HARTUNG — Policlinic Hospital — 2 to 3. 
Demonstration of colon examination. 

MAX REICHMANN — Private Laboratory — 2 to 3. 
Dosimetry in Réntgen therapy. 

I. S. TROSTLER — St. Joseph’s Hospital —9 to 11. 


General radiology. 








GENERAL SURGERY — SURGERY OF THE HEAD AND NECK 


are soon noted. In fully developed hyperthy- 
roidism, disturbances in the kidney belong to the 
clinical picture. These cannot be attributed to the 
cardiac injury alone; they must have some specific 
cause. They may come and go with the change in 
the severity of the disease. In one case that is 
described in detail the thyreotoxic patient had a 
very unstable nervous system and a prolonged in- 
crease in the blood pressure. He suffered also a 
continued disturbance in the kidneys that was 
manifested by albuminuria and polyuria. Two 
other cases showed similar findings. Common to 
both was the thyreosis, together with the symptoms 
of a status thymolymphaticus, hypertrophy of the 
left ventricle, prolonged increase in the blood pres- 
sure, and kidney disturbance. The female sex of 
mature age seems especially predisposed. The 
increased blood pressure may be borne for years. 

The pathogenesis is not definitely known. It 
is highly probably that a disturbance of internal 
secretion is the primary factor. Accidental injury 
to the kidneys by infection or toxic agents cannot, 
of course, be absolutely excluded, but the kidney 
disturbance will be much more severe if the sym- 
pathetic and autonomous nervous system has be- 
come hypersensitive by reason of the thyreosis. 
The high blood pressure in these cases appears to be 
due to an increased peripheral resistance which is of 
a functional rather than a morphological character. 
Ateriosclerosis is not a factor; the vascular system 
is still capable of adapting itself and it is for this 
reason that the increased blood pressure can be well 
borne. As to whether an internal secretion of the 
kidney enters into consideration cannot be stated 
at this time; such a secretion should manifest itself 
by astimulating action upon the suprarenals. Inthe 
observation that thyreotoxic symptoms may occur 
in old people with contracted kidneys and hyperten- 
sion, a parallel is found to the cases described. 

The therapy demands much care; these patients 
do not stand operation as well as others. Ligation 
of the vessels may be attempted first. Digitalis is 
not of use. LEBENHOFFER. 


Mayo, C. H: Surgery of the Thyroid; Observations 
on Five Thousand Operations. J. Am. M. Ass., 
1913, Ixi, 10. By Surg., Gynec. & Obst. 

Sporadic, endemic and epidemic goiters are found 
in all parts of the world, among all people and most 
animals. As yet we have no knowledge of a specific 
infecting agent which can be regarded as the 
causative factor in the production of goiter. The 
work of the Goiter Commissions and the reports of 
those observers who have made a study of the etiol- 
ogy of goiter make it quite apparent that, whatever 
the agent, it seems to be more readily conveyed by 
water than by any other medium, although water is 
probably not the sole carrier. The more recent 
progress in the non-surgical treatment of goiter 
seems to indicate the use of thymol, salol and iodine 
as intestinal antiseptics. Thyroid gland has an 
uncertain potency, yet apparently produces favor- 
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able results in the early treatment of simple goiters. 
In exophthalmic goiter temporary improvement may 
be obtained by the use of the X-ray. The cytolytic 
serums for specific action on the thyroid have not 
borne out in results the expectations of the medical 
profession. The thymus gland and the thyroid are 
undoubtedly intimately associated in the growth and 
development of early life. The thyroid may be of 
great size in advanced middle age, compressing the 
trachea at, or just above, the bifurcation. Such 
complications are more common and more grave in 
goiters of the hyperplastic type. Large right-sided 
goiters frequently produce paresis of the left recur- 
rent nerve, and it is therefore advisable to make a 
laryngoscopic examination before doing a thyroid- 
ectomy. Extensive exposure of the nerve is advis- 
able only in an operator’s early experience, or in 
operating on nodular thyroids which extend beneath 
the trachea and have displaced the nerve. The 
scar tissue which results from the traumatism of a 
free exposure may lead to secondary paresis. In 
performing thyroidectomy the best exposure to be 
obtained is through a transverse incision low in the 
neck, the skin and platysma turned together both 
ways from the incision. Should further exposure 
be necessary the sternohyoid can be sectioned high 
in the exposed area. In simple goiter it is best to 
extirpate a greatly enlarged lobe. If both lobes are 
symmetrically enlarged, division of the isthmus with 
double resection of glands is indicated for the best 
cosmetic results. Midline, encapsulated adenomas 
should be enucleated with division of the isthmus. 
Lateral encapsulated adenomas may be enucleated 
or the whole lobe extirpated. If symptoms of hyper- 
thyroidism are present extirpation is indicated. 
Excluding malignancy the mortality in operating 
on goiters is very low (1-3) and varies but little in the 
so-called simple goiters, in which class are included 
occasional complications, and the cases of so-called 
exophthalmic goiter with hyperplastic glands. In 
the 5000 operations on the thyroid in the clinic at 
St. Mary’s Hospital during the 25 years ending 
-May 14, 1913, there were 2396 operations for simple 
goiters which included tt transplantations in 
cretins, 59 operations for malignancy (52 carc., 7 
sarc.), and one for syphilitic thyroid. ‘There were 
2295 operations for exophthalmic goiter and 309 
early operations which were not classified. 

In discussion, CRILE confirmed Mayo’s conclu 
sions by his own experience, having operated over 
eight hundred cases of goiter of all types and varie 
ties. He has seen a few cases in which cancer of the 
thyroid, not suspected before operation, but found 
by the pathologist, was cured. The safety of the 
operation for colloid goiter is so great at the present 
time that, if the patient demands operation, one ‘s 
justified in removing the gland for cosmetic reasons. 
The care Mayo suggested in the preservation of 
the voice is excellent. Crile has found that one may 
take out the entire lobe, carrying the dissection right 
to the edge of the capsule, using small hemostats, 
and keeping a bloodless field so that one can see 
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the lymph vessels as they run out of the gland from 
beginning to end of the operation. In this way it 
would be impossible to remove either a parathyroid 
or to injure the recurrent laryngeal nerve. 

Passing to another subject, he wishes that a com- 
mission might be appointed for the purpose of 
investigating the adolescent period of children living 
in goitrous districts. Crile believes that the syrup 
of ferrous iodid in five minim doses, three times 
daily, for periods of a month during every year, will 
control nearly all cases of simple hypertrophy. One 
of the factors in the production of adolescent goiter 
lies in the geological change in the constituents of the 
earth where iron is not found as it once was. He 
finds that clinically one can make a very accurate 
prediction of the pathological condition in the gland. 
There is no more doubt in his mind as to the benefits 
of operation for exophthalmic goiter than of opening 
the abscess. Patients confirm that view, and the 
clinics have grown not through references by physi- 
cians, but through references by patients. 

He believes that there is a general feeling not only 
among surgeons, but also among patients, that 
exophthalmic goiter is a disease that should not be 
allowed to go on until the stage of degeneration is 
reached. Crile believes that the late results of the 
disease are largely under control. One can operate 
now and control the hyperthyroidism by the prin- 
ciple of anoci-association, and not have a single 
change for the worse at the end of the operation, no 
matter how severe the case, how large the gland, or 
how rapid the pulse rate. 


Porter: Injection of Boiling Water in the Treat- 
ment of Hyperthyroidism. J. Am. M. Ass., 
1913, lxi, 88. By Surg., Gynec. & Obst. 

Porter’s experience in the treatment of angiomas 
by the injection of boiling water, as first advised by 
Wyeth, led him to use this method on three classes of 
cases: 

1. Patients too sick to be safe surgical risks, and 
those having dividing or substernal goiter the 
removal of which would be extra-hazardous. 

2. Patients presenting mild symptoms. 

3. Patients who refuse, major surgical procedures. 

He has treated over twenty cases, representing in 
all more than one hundred injections. From one to 
three injections were given at each treatment, of from 
40 to 230 minims. The injection of boiling water 
into the thyroid gland is a safe procedure. The 
immediate effect of the injection is destruction of 
thyroid tissue and colloid. Further destruction of 
thyroid cells results from the formation of fibrous 
tissue consequent to the injection. L. G. Dwan. 


Dufour, P.: Two Cases of Hemithyroidectomy for 
True Exophthalmic Goiter of Tubercular 
Origin (Deux cas d’hémithyroidectomie pour goitre 
exophthalmique vrai d’origine tuberculeuse). Lyon 
med., 1913, cxx, No. 14. By Journal de Chirurgie. 


Dufour reports two cases in which Leriche per- 
formed a partial thyroidectomy for exophthalmic 
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goiter. The first was that of a patient 41 years old 
who had had an enlarged left lobe for two years with 
palpitation, tremor, diarrhoea, and tachycardia but 
only slight exophthalmus. Fifteen days after a 
partial thyroidectomy had been performed only the 
tachycardia remained and this was improved. The 
second case was that of a patient 33 years old who 
had had a goiter since she was 19. Symptoms of 
Basedow’s disease appeared in September, 1910. In 
May, 1912, she had an acute Basedow’s disease and 
after symptomatic treatment to improve her con- 
dition she was operated upon in August, 1912, under 
local anasthesia. The tachycardia and nervous- 
ness have disappeared but after five months the 
patient still has a slight tremor although she is 
otherwise in excellent health. Four other partial 
thyroidectomies performed by Leriche and Poncet 
have had equally good results. Two of the patients 
have remained in good health for four years. The 
finding of tuberculous lesions in two cases tends to 
substantiate the statements of Poncet and Leriche 
that certain exopthalmic goiters are of tubercular 
origin. J. Dumont. 


Eppinger, H.: Basedow’s Disease (Die Basedowsche 
Krankheit). Handb. d. Neurol., 1913, iv, t. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The article is a discussion of Basedow’s disease 
on the basis of our present knowledge and the au- 
thor’s own studies of the condition. After enumerat- 
ing in detail the well-known symptoms and weigh- 
ing their relative importance, the author enlarges 
on his own theory. Eppinger believes that the 
theory of Klos and his co-workers, that the condition 
is a dysthyreosis, is incorrect. The investigations 
of A. Kocher, as well as other considerations, force 
us to retain the theory that it is a hyperthyroidism. 
Special reference is made to Kocher’s nuclear lym- 
phatic centers in goiter tissue. Persistent thymus 
and Basedow’s disease are not necessarily associated. 

The paragraph on differential diagnosis is com- 
prehensive. Typical cases are easily recognized. 
Atypical forms presenting only one or two symptoms 
can be classified as sympatheticotonic or vagotonic. 

Other subjects discussed are: The relation of 
the thymus to Basedow’s disease, struma basdoi- 
ficata, the various cardiac findings in goiter, glyco- 
suria in Basedow’s disease, Kocher’s ‘‘ Jodbasedow,”’ 
and Basedow’s disease in children. The numerous 
complications of the disease can best be studied 
from the original article. Considering the brilliant 
operative results of Kocher, with 76 per cent cures, 
the author recommends the surgical treatment 
decidedly. However, removal of the thyroid is 
not without risk. Even Kocher reports a mortality 
between 3.4 and 6.7 per cent. Recurrences are not 
rare. A vascular appearance of the goiter con- 
stitutes an indication for operative therapy. X-ray 
treatment should not be used. Although the best 
results are obtained by operation, internal therapy 
is by no means valueless. A _ dietetic-hygienic 
régime is essential. Of medicinal remedies the au- 
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thor has successfully used atropin sulphate in pills 
(0.00025) two to three times daily, especially in 
cases with severe diarrhoea. Injections of adrenalin 
are suggested; 20 to 30 drops in 250 gm. of warm 
water should be allowed to flow in slowly for 5 to 10 
minutes. Calcium carbonate is also recommended. 
If there is no improvement at the end of from one 
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Evans: Cancer of the Breast. Practitioner, Lond., 
1013, <Cl, 7. By Surg., Gynec. & Obst. 
The author believes the mode of local extension of 
carcinoma is best described by the term “infiltration 
process”’ since it travels by way of the lymph 
channels, and does not spread like a wave from a 
central focus, as would be implied by the term 
‘““permeation.’’ Attention is directed to the clinical 
importance of the inconstant, deep, paramammary 
lymphatic gland situated at the outer border of the 
breast. When secondarily invaded it may lead to 
the belief that two primary foci exist. Other 
diseases may involve it and thus lead to confusion 
in diagnosis. Retraction of the nipple or tissue of 
the breast is not in itself an indication of malignancy, 
but if gentle fondling of the breast fails to cause a 
contractile response of the nipple, we have a sign 
of some value. 

The teaching that “chronic interstitial mastitis 
may become malignant” is considered unsound by 
the author for the reason that fibrous tissue cannot 
revert to a proliferating cellular growth. He is 
using lactagol as an aid in difierentiating malignant 
growths from chronic interstitial mastitis with some 
success. 

Interesting papillary growths from the ducts — 
either intracystic or protruding —are to be con- 
sidered in the differential diagnosis of carcinoma. 
Also in every case, the involvement of supraclavicu- 
lar lymph glands, secondary to either carcinoma 
of the breast or to carcinoma elsewhere in the 
body, should be carefully sought for. 

The author believes that early, thorough, radical 
removal, which includes the pectoralis major muscle 
as well, is the only course to pursue. F. B. RILey. 


Ritter: The Prognosis of Cystadenoma of the 
Breasts (Zur Prognose des Cystadenoma mamme). 
Monatschr. f. Geburtsh. u. Gyndk., 1913, Xxxvii, 679. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Following the removal of both breasts on account 
of a cystadenoma, a carcinoma developed in the 
axilla, which is now recurring. At the time of the 
removal of the cystadenoma, microscopic examina- 
tion revealed no indications of a carcinoma within it. 

The author explains the extraordinary growth 
as follows: In seven cases operated upon for 
cystadenoma, he found lymph glands in the 
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to three months under medical care, operation is 
indicated. ‘The author supports Mayo’s suggestion 
to give atropine (belladonna) before a general 
anesthetic is administered, for he believes that the 
so-called “thymus-death” is nothing more nor less 
than a result of shock which seems to affect prin- 
cipally the vagus. EUGEN SCHULTZE. 


THE CHEST 

axillary space which seemed to be still in a state of 
development and of a type that occurs only in cancer 
of the mammary gland. The presence of these 
growths in the cases described makes it seem prob- 
able that, though cystadenomata are generally 
benign, they nevertheless possess characteristics of 
malignant tumors which may cause the develop- 
ment of cancer after they have been removed. 
Ritter therefore advises the extirpation of the re- 
gional lymphatic glands in every case of cystadeno- 
ma of the breast. ZINSSER. 


Gourdon: Bilateral Sterno-Clavicular Dislocation 
of Congenital Origin (Luxation sterno-claviculaire 
bilatérale, d’origine congénitale). Rev. d’orthop., Par., 
1913, iv, 304. By Journal de Chirurgie. 

In this article Gourdon reports the case of a boy 
of 15 who was suffering from a slight dorsal kyphosis 
and bilateral sterno-clavicular dislocation. The 
dislocation was complete. Gourdon points out the 
difference between a luxation of this kind and the 
subluxations often noted in young girls. In the 
case reported it was possible by palpation to twist 
the entire internal end of the clavicle around. The 
movements of the sterno-clavicular articulations 
were much exaggerated and sluggish. The atten- 
tion of the boy and his parents had never been 
drawn to the luxation of the articulations. Gourdon 
believes that although the dislocation was_ not 
noticed until late, it was a deformity of congenital 
origin and was due to the absence of interarticular 
fibro-cartilage. We believe, rather, that it was the 
result of an atrophy of the osseous extremities and a 
malformation of the articulations and the entire 
ligamentous connection. 

The prognosis is bad, as the deformity has a 
tendency to become exaggerated and it is difficult 
to correct by any method (arthrodesis, resection of 
the clavicle, bandages, pressure, or casts, etc.). 

Gourdon recommends no therapeutic treatment 
for such cases. The projection of the clavicle is of 
little importance if, as in the case reported, the pa- 
tient has the use of hislimbs. | ALnert Moucuer. 


Schepelmann, E.: Thoracotomy and 
thorax (Thorakotomie und Hydrothorax). 
therap. Wchnschr., 1913, xx, 681. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Hydro- 
Klin.- 


The author has conducted a series of experiments 
on animals to verify the conclusions of Teske as to 
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the effects of artificial hydrothorax. Single and 
double pneumothorax were produced in guinea pigs 
under the influence of morphine. Observations 
were then made of the frequency of respiration after 
removal of the pressure, and also after the injection 
of physiological salt solution and olive oil into the 
pleural cavities under normal pressure. With uni- 
lateral pneumothorax and normal pressure the type 
of respiration was favorably influenced to a slight 
degree by the injection of salt solution, and to a 
greater degree by the injection of oil. The good 
effects were more marked when the quantities of the 
fluids injected were large (several tablespoonfuls). 
When both pleural cavities were opened neither the 
salt solutions nor the oil had any effect upon the 
rate of respiration. 

The explanation given by Schepelmann for these 
phenomena is as follows: In unilateral pneumo- 
thorax the weight and pressure of the injected fluid 
puts the mediastinum at rest and does away with the 
injurious mediastinal fluttering, so that the normal 
lung can breath quietly. When both pleural cav- 
ities are opened mediastinal function is suspended 
and, as a result, the beneficial effects of injections of 
fluids have no chance to manifest themselves. The 
results of the author’s experiments do not agree with 
the theories of Teske either with regard to the effects 
of artificial hydrothorax or to the explanations in 
general. Nevertheless, Schepelmann advises, beside 
the free opening of the thorax, the injection of warm 
physiological salt solution into the pleural cavities 
to prevent the harmful drying of the endothelial 
surfaces of the pleura, and to minimize the danger 
of infection. At the end of the operation a decided 
increase in pressure of the fluid washes out any 
germs that may have entered. Moreover, the salt 
solution remaining in the chest is more easily and 
quickly absorbed than the air in a pneumothorax. 

DENK. 


Schur, H., and Plaschkes, S.: The Indications 
for Artificial Pneumothorax in Pulmonary 
Tuberculosis (Zur Indikationsstellung der Pneumo- 
thoraxbehandlung bei Lungentuberkulose). Wien. 
klin. Wehnschr., 1913, xxvi, 961. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The authors briefly report their experiences with 
the pneumothorax treatment in cases of pulmonary 
tuberculosis. The best results were obtained in 
severe cases that showed marked involvement of 
one side only. The general condition improved 
rapidly, the temperature fell, and the appetite in- 
creased. In general, the results obtained by the 
authors with insufflation of nitrogen were similar 
to those of other investigators: no actual cures were 
observed. An exudative pleurisy was frequently 
observed but it always disappeared later. 

The authors conducted experiments on animals 
to determine the cause of the favorable influence of 
pneumothorax upon tubercular lungs. The results 
showed that the compressed lung can be infected 
artificially with tubercle bacilli introduced intrave- 
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nously or by inhalation quite as readily as the healthy 
lung, and that therefore the favorable influence of 
the treatment is due, not to the compression, but to 
the changes in the connective tissue of the lung that 
occur in the period of pneumothorax compression. 
From these results, as well as from the clinical 
findings, the authors conclude that in mild cases 
without severe general symptoms no improvement 
can be expected from the insufflation of nitrogen. 
When the constitutional symptoms are severe, 
however, and are due principally to involvement 
of one lung, this treatment is of value, since in such 
cases, by reason of the compression of the lung and 
the resulting blocking of the blood and the lymphatic 
circulation, the absorption of toxines is made much 
more difficult. Advanced involvement of the other 
lung, cardiac defects, kidneys affections, and ex- 
tensive pleural adhesions are contra-indications to 
the treatment. DENK. 


Kaufmann, K.: The Technique of Artificial Pneu- 
mothorax (Zur Technik der kiinstlichen Pneumotho- 
rax). Internat. Zentralbl. f.d. ges. Tuberkul. Forsch., 
1913, Vii, 320. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Kaufmann gives Brauer’s method of incision the 
preference over the method of puncture. The 
disadvantages of the former are the occurrence of 
tissue emphysema, which is seldom absent, and the 
formation of pulmo-cutaneous fistula when the 
procedure is not successful. Kaufmann mentions 
two personal observations of these unfortunate 
complications. He has attempted to overcome the 
deficiencies of both methods. His procedure, which 
is practical and has obtained good results for the 
last three years in the sanitarium at Schénberg, is 
as follows: 

The skin and also the underlying tissue are well 
infiltrated with the anesthetizing fluid as far 
as the periosteum of the inner margin of the upper 
rib. A trocar, the lumen of which just fits a Sal- 
omon’s cannula approximately 2.5 mm. in thickness, 
is then plunged in up to the infiltrated rib near its 
inner border. The stilette is withdrawn and the 
Salomon cannula is inserted up to a certain mark 
on the trochar, which is well fixed on the rib. The 
patient is then told to breathe deeply. At the same 
time under gentle but steady pressure the trochar 
with the cannula is inserted into the intercostal 
space. The blunt point of the cannula thereby 
insinuates itself between the bundles of intercostal 
muscles. The tense pleura is penetrated with one 
stroke, the cannula being held somewhat obliquely. 
The lateral opening of the cannula, the position of 
which is indicated on the mark above mentioned, 
should be turned toward the pleural opening either 
above or below. A soft sound is used to determine 
whether the free cavity has been reached. Oxygen 
should always be introduced first. For this purpose 
a small modification of Brauer’s nitrogen apparatus 
is essential. The latter is described by means of a 
diagram. SCHUMACHER. 
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Tuffier, T.: Final Result of an Intrathoracic Sub- 
pleural Graft in a Case of an Intrapulmonary 
Suppurative Cavity on the Right Side (Ré- 
sultat éloigné d’une greffe intra-thoracique sous- 
pleurale dans un cas de cavité suppurée intra-pul- 
monaire droite). Bull. et mem. Soc. de chir. de Par., 
1913, XXXiX, 740. By Journal de Chirurgie. 

Tuffier reports the case of a patient who had a 
depression in the bony framework of the thorax 
which was due to a large intrapulmonary cavity 
caused by gangrene. He remedied the depression 
by grafting into the pleural cavity a large lipoma 
that had been preserved on ice. At the present 
time, two years later, the patient is in the best of 
health; the thorax is symmetrical, the cicatrix 
elastic, white, and without adhesions. There is no 
purulent expectoration and on auscultation there 
are no abnormal sounds. The patient works with- 
out fatigue or pain. J. Dumont. 


TRACHEA AND LUNGS 


Derjushinsky, S. E.: Artificial Breathing Con- 
tinued Successfully for Fifteen Days (Erifolg- 
reiche ununterbrochene  kiinstliche Atmung im 
Laufe von 15 Tagen). Verhandl. d. XII. Kong. 
russ. Chir., 1913, xii, 208. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Derjushinsky reports the only case that is known 
of artificial respiration continued successfully for 
fifteen days. The patient had pain in the neck and 
after six days was admitted to the hospital with 
paresis of all the extremities and facial paralysis on 
both sides, bilateral lagophthalmos, and paresis of 
the muscles of mastication. The pupil reflex was 
weak, and Babinsky’s reflex was noted. The tem- 
perature and the condition of the internal organs 
were normal. At the end of two weeks there was 
complete paralysis of all extremities and a gradual 
cessation of respiration. Artificial respiration was 
then begun, and as spontaneous breathing did not 
return it was continued for fifteen days without 
interruption. For the first three days the pulse was 
rapid (100-150); from the fifth day on, it was normal. 

Spontaneous breathing began again after fifteen 

days, but stopped after five days. Artificial respi- 

ration was then carried on for three days longer, 
after which normal breathing was resumed. For 
the following three weeks the patient suffered from 
croupous pneumonia and intestinal paresis. Muscle 
atrophy was marked, but it disappeared completely, 
though slowly, after massage and electrical treat- 
ment. In four months the patient was discharged. 
She has been well ever since (eleven months). 
HESssE. 


Petrén, G.: Pulmonary Embolism as a Cause of 
Post-Operative Death (Studien iiber obturierende 
Lungenembolie als postoperative Todesursache). 
Beitr. z. klin. Chir., 1913, |xxxiv, 606. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


After a brief historical review, the author draws 
conclusions from a study of a vast amount of mate- 
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rial, some of which is his own. Death from pul- 
monary embolism occurs most frequently after 
laparotomy. One per cent of those operated upon 
for myoma, the same percentage of those who under- 
go laparotomy, and about two-tenths per cent of 
those operated upon for hernia die of this condition. 
Embolism is as frequent in one sex as in the other. 
It does not occur before the fifteenth year. It is 
common between the thirtieth and forty-fifth years, 
and most frequent in later years, regardless of the 
general condition of the patient. Vascular changes 
constitute an important etiological factor, but are 
by no means a constant finding. 

Petrén next discusses the pathological anatomy, 
the localization, and the origin of embolism. 
Two-thirds of the fatalities occur between the 
fourth and fourteenth day after operation. In the 
case of patients in whom a positive diagnosis of 
thrombosis has been made, the danger is relatively 
less. Slight embolism may now and then precede 
the appearance of a thrombosis that is already pres- 
ent but has not yet been diagnosed. Mahler’s 
symptom was not typical in any of the author’s 
cases, and only exceptionally does it precede the 
appearance of an embolism that is fatal. It is quite 
improbable that embolism is caused by infection. 
On the other hand, cardiac’ weakness is often no- 
ticed in this condition. Also changes in the blood 
itself are, no doubt, contributory. The prophylaxis 
consists largely in preventing the formation of 
thrombus. This can be accomplished by early 
rising after operation, stimulation of the heart, 
respiratory exercises, and free evacuation of the 
bowels. When thrombosis has already developed, 
absolute rest is imperative. This must be required 
also in cases in which thrombosis is merely suspected. 
In conclusion the author discusses Trendelenburg’s 
operation, and reports observations made in some 
of his own cases. Jenn. 


HEART AND VASCULAR SYSTEM 


Jacob, O.: The Treatment of Tubercular Peri- 
carditis by Pericardotomy Without Drainage 
(Traitement de la péricardite tuberculeuse par la 
péricardotomie sans drainage). Budll. ef mem. Soc. de 
chir. de Par., 1913, XxXxix, 752. 

By Journal de Chirurgie. 

Jacob recalls that two years ago Rochard made a 
report to the Society in regard to a patient suffering 
from tubercular pericarditis with a great sero- 
hematic effusion. A pericardotomy without drain- 
age was performed on this patient and the recovery 
was uneventful. Recently Jacob had the opportu- 

nity to perform again the same operation on a 

young soldier suffering from tubercular pericarditis. 

In this case also the patient was entirely cured. 

There are, therefore,two reported cases of tuber- 
cular pericarditis that have been treated and cured 
by pericardotomy without drainage. These two 
cases seem to be important and to speak in favor of 
the treatment and technique that Jacob recom- 
mends. J. Dumont. 
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PHARYNX AND @SOPHAGUS 


Guisez: Congenital Stenoses of the @sophagus 
(Les sténoses congénitales de l’cesophage). Rev. 
méd., 1913, XXi, 262. By Journal de Chirurgie. 


Congenital stenosis of the oesophagus is rare. 
Guisez observed only 4 cases of it in 1400 cesophagos- 
copies. In all of these cases it occurred in the region 
of the cardia and all of the patients were males from 
10 to 30 years old. Each case had been previously 
diagnosed as a grave spasm of the cesophagus, but 
the spasm in reality was only secondary to organic 
stenosis. 

(Esophagoscopy, which is the only means by 
which an exact diagnosis can be arrived at, has 
shown the same thing in each case. In the region 
of the cardia there is a sort of valve, more or less 
inflamed, modified by oesophageal peristalsis but 
preserving always its characteristic appearance and 
its easily recognizable sharp border. It is impossible 
to confound these congenital strictures with spasms 
of the oesophagus, in which the orifice is contracted 
and serrated, or with the inflammatory stenosis, in 
which there is no valve-like appearance, or with pres- 
sure stenosis, in which one of the walls of the cesoph- 
agus is pressed upon by a tumor and the lumen 
acquires the shape of a half-moon or a cross. 

The prognosis is grave but depends essentially 
on the degree of stenosis and the treatment. 

The treatment used was as follows: 

1. The cesophagitis, which in all stenoses has a 
bad effect, was reduced. This reduction was ac- 
complished by proper diet and by lavage of the 
oesophagus four times a day with an alkaline water 
with the aid of a Faucher tube. 

2. The opening was dilated by olivary filiform 
bougies. A fine bougie was left in for several hours 
to make a passage. 

3. It is nearly always necessary to actually cut 
the valvule by csophagotomy. In the author’s 
last three cases he used circular electrolysis. In 
these instances the congenital stricture was ac- 
companied by a slight cicatricial stenosis, and the 
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Murphy, J. B.: Desmoid Tumor of Rectus 
Muscle. Surgical Clinics of John B. Murphy, 1913, 

ii, No. 3. By Surg., Gynec. & Obst. 

A woman of 31 entered the hospital on account of 

a tumor in the right rectus above the umbilicus. 
The tumor was first noted some 6 weeks previous as 
a hard and fairly movable lump. Six months be- 
fore, during the last 3 months of pregnancy, she suf- 
fered more or less constant pain in the region of the 
tumor. The pain grew worse but disappeared after 
parturition. There had been no change in the size 
or consistency of the tumor in the past 6 weeks, and 
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electrolysis gave results that could not have been 
obtained by cesophagotomy. 

When enough of the valve is destroyed and the 
cesophagitis has been reduced by alkaline lavage 
and proper diet, there is but slight chance that the 
stenosis will recur. In all of the cases reported by 
Guisez alimentation rapidly became normal. 

J. Dumont. 


Gesselewitsch: A Case of @sophagitis Dessecans 
Following Poisoning by Acetic Acid (Ein Fall 
von Csophagitis dessecans nach Essigsiurevergift- 
ung). Russk. Vrach, 1913, xii, 771. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


On the seventh day after taking acetic acid the 
patient ejected during an attack of vomiting the 
mucous, submucous, and part of the muscular, 
layers of the cesophagus. The structures retained 
their tubular form. Twenty cases of cesophagitis 
dessecans have been described in the literature, but 
no case following poisoning by acetic acid. The 
author believes that the occurrence of this condition 
would be noted more frequently if the vomitus were 
more carefully examined. Jorre. 


Rotch, T. M.: 
agus in Early Life. 
Vi, I: 


Types of Occlusion of the Hsoph- 
Am. J. Dis. Children, 1913, 

By Surg., Gynec. & Obst. 

This article is a report of three cases of occlusion 
of the oesophagus and is well illustrated by X-ray 
pictures. ‘The first case was that of a boy 25 months 
old. The stricture was very tight. Gastrostomy 
was performed but the child died. 

The second case was in a girl 10 years old. Orange 
pulp and a penny were found in the cesophagus. 
The oesophagus was very much dilated in the lower 
third; at a distance of 25 centimeters from the teeth 
there was a stricture one-half centimeter in diameter. 
The stricture was dilated with the cesophagoscope 
and the patient recovered. 

The third case was that of a boy five and three- 
quarters years old and was really a spasm of the 
oesophagus. Ciirrorp G, GRULEE. 
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it was never tender. The patient’s personal history 
was negative. Her father, mother and brother had 
died of carcinoma. 

At operation the mass was found to be the size of 
the index finger and to involve 34 of the diameter of 
the rectus. It sprang from the posterior layer of 
the sheath and grew out into the muscle. On opera- 
tion it was separated from the peritoneum without 
opening the latter. The recovery was uneventful. 
The stitches were removed on 14th day, and the 
patient was discharged on the 22d day, being advised 
to wear an abdominal support for some time to give 
the tissues every opportunity to unite solidly. 

L. J. MITCHELL. 
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Propping, K.: Rehn’s Treatment of Peritonitis 
(Die Rehnsche Behandlung der Peritonitis). Deutsche 
med. Wchnschr., 1913, XXXxix, 1096. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


For appendicitis peritonitis Propping recom- 
mends Rehn’s treatment, which consists in a median 
incision, irrigation, eventration, and drainage of the 
pouch of Douglas. The article is mainly a criticism 
of a comparison made by Scheidtmann of the 
method of Rehn with the method of Rotter. The 
latter consists of irrigation of the abdominal cavity 
and mopping without drainage. Statistics of the 
last two years show an improvement in Rehn’s 
mortality percentage. It is evident from the article, 
however, that good results were obtained with both 
methods. The mortality in Rehn’s cases during 
the last year was eighteen per cent, as against 
twenty-four per cent for the year previous; that in 
Rotter’s cases was 21.8 per cent. ISELIN. 


Blecher: Camphorated Oil in Peritonitis and 
Abscesses in the Pouch of Douglas (Camphceril 
bei Peritonitis und Douglasabscess). Miinchen. med. 
Wehnschr., 1913, 1x, 1261. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author treated five cases of severe peritonitis, 
that occurred in fifty appendectomies, with one per 
cent of camphorated oil in amounts as large as 100 
grams. The rapid improvement of the general 
condition and the ultimate recovery of all of the 
patients were attributed to the camphor treatment. 
In all of the cases an abscess was formed in the pouch 
of Douglas, which was also attributed to the cam- 
phor treatment. The oil checks the absorption, and 
a reflex inflammatory process that begins later 
causes an increase in the exudation. If there are 
no adhesions the exudate drains down easily between 
the oiled loops of bowel. The heavy exudate, 
covered by a fine coat of oil, is retained in the de- 
pendent parts, of which the pouch of Douglas is the 
lowest point. In two cases of acute paralysis of the 
stomach when the pelvis was elevated for a few days 
the formation of the abscess was delayed. Former- 
ly the exudate from the pouch of Douglas was re- 
garded as a favorable rather than an unfavorable 
symptom. To prevent such an exudate a glass or 
rubber drain, without gauze, should be inserted 
into the sac. WortTMANN. 


Hartel, F.: Tubercular Peritonitis (Die tuberkulise 
Peritonitis). Ergebn. d. Chir. u. Orthop., 1913, vi, 
370. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author, reviewing the more recent literature, 
refers to 191 articles on the subject, which contain 
the latest ideas on the etiology, frequency, and 
prognosis of this condition. ‘The greater part of his 
article is devoted to a discussion as to whether the 
condition should be treated surgically or by the non- 
surgical or so-called ‘‘conservative’”’ method. 

The author’s personal opinion is as follows: “It 
seems to me that the patients on whom laparotomy 
is performed have a decided immediate advantage 
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over those treated by other methods, but the longer 
they are kept under observation afterwards the 
plainer it becomes that they gradually lose this 
advantage, and the prognosis becomes about the 
same as that for the non-operated patients. In any 
case, after laparotomy, careful internal and restor- 
ative treatment should be persisted in for a long 
period, if possible in a sanatorium, a requirement 
that in most cases is difficult to meet.’’ Hiartel’s 
article is more of a compilation than an expression 
of opinion. ISELIN. 


Stocker, S.: The Employment of Tincture of 
Iodine in Dry Peritoneal Tuberculosis (Die 
Anwendung der Jodtinktur bei der trockenen Peri- 
toneal-tuberkulose). Schweiz. Rundschau f. Med., 
1913, Xiii, 745. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Stocker, after employing the hot air treatment in 
cases of peritoneal tuberculosis with unsatisfactory 
results, endeavored, following the suggestion of 

Hofmann, to obtain a more powerful hyperamia by 

applying tincture of iodine to the peritoneum. 

Experiments with rabbits showed that when the 
bowels were painted with tincture of iodine no 
adhesions were to be found when the abdomen 
was opened later; instead the surfaces were 
quite smooth. In six other rabbits the abdominal 
cavity was opened and a freshly prepared emul- 
sion of tubercle bacilli was painted on the 
peritoneal surface of the bowel. In three of these 
cases the application of the emulsion was followed 
with a coat of tincture of iodine before the abdomen 
was closed. In the others no iodine was used. At 
the end of four weeks no tuberculous changes were 
found in the animals in which the application of 
iodine had followed the introduction of the tubercle 
bacilli, and there were no adhesions. The other 
three animals showed distinct tuberculous changes. 

To these last three animals tincture of iodine was 

then applied as it had been applied formerly in the 

other three cases. At the end of two weeks there 
were observed definite retrogression of the changes. 
From these experiments the author concludes 
that tincture of iodine exerts a direct curative in- 
fluence upon tuberculous processes; that the danger 
of the formation of adhesions as the result of its use 
is much exaggerated; and that the application of 
the tincture of iodine may be safely employed in the 
case of the human being. Stocker reports the case 
histories of two patients that he treated with good 
results. Contrary to Hofmann’s_ observations, 
ascites did not develop in these instances. WeEHL. 


Russanoff, A. G.: Tubercular Peritonitis and Its 
Operative Treatment (Zur Frage der Bauchfelltu- 
berkulose und ihrer operativen Behandlung). Disser- 
lation, Moscow, 1913. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The first part of this dissertation is devoted to a 
careful survey of the literature, the pathogenesis, 
the etiology, and the symptomatology of tuber- 
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culosis of the peritoneum. The second part is a 
discussion of the operative treatment and the indi- 
cations for operative interference. The author 
has had twenty-four operative cases, nineteen 
women and five men. According to his statistics, 
tubercular peritonitis occurs most frequently in 
women. 

The prognosis depends on the character of the 
tubercular process and the involvement of other 
organs. Operation must be performed early, while 
the general condition is still good. Adhesions 
should not be broken up except in cases of intestinal 
obstruction. Eight of the author’s patients that 
were operated upon died, two at the end of the sec- 
ond week, one at the end of a month, one after three 
months, three after six months, and two after one 
year. The cause of death in all of these cases was 
progressive tuberculosis. In nine instances the 
patients remained well for periods varying from two 
to five years. The prognosis is best in fibrous tuber- 
culosis, and worst when caseous granulations are 
formed. 

Dietary treatment, according to the author, 
is next in importance to operative treatment. 
Puncture of the abdomen should be substituted for 
operation only in those cases in which serious dis- 
turbances in respiration or circulation contra-indicate 
laparotomy. Mild attacks of the disease, especially 
in children, should be treated conservatively. In 
acute cases presenting the picture of acute sup- 
purative peritonitis operation is indicated. If no 
serous exudate is found a tampon should be applied. 
Conservative treatment is best for dry peritoneal 
tuberculosis with adhesions. In conclusion the au- 
thor gives ninety references from the literature. 

HESSE. 


Friedman, L.: Retrograde Incarceration — Hernia 
“en W.”’ = Surg., Gynec. & Obst., 1913, xvii, 97. 
By Surg., Gynec. & Obst. 

In the type of strangulation known as “retrograde 
incarceration,” the incarcerated portion of a herni- 
ated organ lies, not in the hernial sac, but within the 
abdomen near the hernial constricting ring, while 
that part of the organ lying toward the periphery 
from the hernial orifice and within the sac is 
nearly normal or usually shows evidence of only 
moderate interference with its blood supply. The 
organs involved may be the appendix, fallopian tube, 
Meckel’s diverticulum, omentum, and_ intestine 
(most often the small intestine). When the intestine 
is involved, two or sometimes three distinctly sepa- 
rate loops of gut are found in the hernial sac, while 
the incarcerated loop, or so-called ‘‘ connecting 
loop,” is within the abdomen near the _hernial 
orifice. 

Thrombosis of the mesenteric vessels and hemor- 
rhagic infarcts in the mesentery are present in severe 
cases of ‘‘connecting loop” incarceration. Clear, 
turbid, or bloody fluid is present in abdomen. The 
symptoms and diagnostic signs depend upon the 
length of the incarceration, and are as follows: 
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1. Large-sized tumor in scrotal region, sometimes 
asymmetrical. 

2. Colicky pain in lower abdomen on the side of 
the hernia; pain on pressure on side of hernia, 
immediately above Poupart’s ligament. 

3. Rigidity above Poupart’s ligament on side of 
hernia. 

4. Local tympany. 

5. Presence of sausage-like mass in lower abdo- 
men on side of hernia. 

6. Perceptible asymmetry of lower abdomen, the 
hernial side being higher. 

7. Dullness on percussion in flanks due to fluid 
and perceptible fluid wave. 

8. Blumberg’s sign of peritoneal irritation. 

g. Greater abdominal than scrotal tenderness. 

After opening the sac: 

1. The presence of two or three distinctly separate 
loops of gut. 

2. Escape of fluid, clear or bloody, from the 
abdominal cavity. 


Peus: A New Case of Hernia Subtransversalis 
(Ein neuer Fall von Hernia labialis posterios; hernia 
subtransversalis). Gyndk. Rundschau, 1913, vii, 281. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author reportsa case of hernia subtransversalis, 
operated on by von Franqué, thus adding one case 
to the ten hitherto published. Like von Winkel he 
differentiates hernia subpubica, hernia ischiadica 
and hernia subtransversalis or labialis posterior. 
In the third, the hernial opening is between the 
rectum, coccygeus, tuber ischii and m. transversus 
perinei. These perineal hernias are caused partly 
by the passing of the intestinal loops through con- 
genital gaps in the pelvic floor. The gaps may be 
enlarged by lacerations during parturition and 
especially by forceps delivery. By the great strain 
upon the abdominal musculature intestinal loops or 
omentum may then be forced through. These 
hernias have the opening in the m. levator ani, and 
the sac is formed by skin, fat tissue, superficial 
and pelvis fascia, subserosa and _ peritoneum. 
Zuckerkandl and Ebner are of the opinion that 
perineal hernias occur only with congenital invagina- 
tion of the peritoneum into the pouch of Douglas. 
The author considers this a predisposition but not 
a conditio sine qua non. Two congenital perineal 
hernias are described in the literature. 

Von Franqué laid the hernial opening free, extir- 
pated the sac, closed the opening with frontal 
sutures and pulled the levator ani over it to the os 
pubis without grasping the periosteum. The open- 
ing was on the outer border of the pubic part of the 
levator ani at about the height of the middle of the 
perineum and close beneath the transversa perinei. 
The patient has had no relapse for two years and a 
half. The findings before and after the operation 
are illustrated. 

These hernias may be treated with trusses if there 
are no incarcerations and if the hernias can be re- 
placed; otherwise operation is necessary. Knoop. 
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Santucci, A.: A Rational Deep Suture for Bas- 
sini’s Operation (La suture rationelle du plan 
profond, dans le procédé de Bassini). Clin. chir., 
1913, Xxi, 779. By Journal de Chirurgie. 

The author states very truly that grave conse- 
quences may result from tying the sutures that 
unite the crural arch with the internal oblique and 
transversalis muscles. Such tying may cause 
gangrene of the parts tied, as the result of the 
mechanical action, and of the neighboring parts, as 
the result of the interruption in the circulation. 

The blood vessels that nourish the muscles run 

parallel to their fibers. Although it is true that the 

deeper the sutures are placed in the muscles the 
better from the standpoint of strength, there is, 
nevertheless, great danger of an extensive necrosis. 

On this first point there can be no question — the 
sutures must be placed in tissue that is firm, and 
they must draw together without strangulating. To 
meet these requirements the author proposes sub- 

stituting for the ordinary interrupted sutures a 

series of sutures in the shape of a U, the base of 

which should include the crural arch, and the arms 
of which should pass through the deep muscle and 
the aponeurosis of the external oblique muscle and 
be tied superficially to the latter. His plan is not 
bad @ priori. It is to be feared only that by his 
method the suppression of the deep muscles would 
be accomplished less easily than by the usual tech- 
nique. As a new argument in favor of his method 
the author adds that, in case of infection, the sutures, 
though deep in their action, are easy to get at. 

PIERRE FREDET. 


Gundermann, W.: The Significance of the 
Omentum in Physiological and Pathological 
Conditions (Uber die Bedeutung des Netzes in 
physiologischer und pathologischer Beziehung). Beitr. 
s. klin. Chir., 1913, |xxxiv, 587. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The omentum of the mammal is a peculiar, highly 
lymphatic, membranous organ developed from the 
excessive growth of the mesogastrium. Its function 
is not definitely known. Its importance as a 
reservoir of fat is doubtful. It is not an anchor for 
the transverse colon. It is, however, a regulator 
for the gastric vessels during physiological hypere- 
mia of the stomach. ‘The author believes that under 
pathological conditions ligation of the omentum is 
the direct cause of post-operative hemorrhage of the 
stomach and bowel, especially in elderly people the 
valves of whose omental veins are defective. It 
seems that the degenerated liver tissue following 
slight thrombosis of the portal veins is toxic to the 
gastric vessels which are overfilled after operation. 
Another function of the omentum is to serve as a 
place were collateral circulation is established in 
cirrhosis of the liver and uterine tumors. It has no 
movement of itsown. The absence of the omentum 
decreases the resistance against peritoneal infection. 
Intraperitoneal free omentum transplantation is 
possible only when asepsis is perfect and when there 


are no adhesions. Foreign substances (carmin, 
cerulein) introduced into the abdominal cavity are 
partly absorbed through the diaphragm and its 
lymphatics within fifteen minutes. The remainder 
is fixed by the omentum and transported by pha- 
gocytosis through the omental lymph stream within 
twenty-four hours. Josepu. 


Schmieden, V.: Circumscribed Inflammatory Tu- 
mor Formation in the Pelvis, Originating from 
the Greater Omentum (Uber circumscripte ent- 
ziindliche Tumorbildung in der Bauchhdhle, ausgehend 
von Netz). Berl. klin. Wehnschr., 1013, 1, 908. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Schmieden compares cases described by Kiittner of 
idiopathic tumor-forming fat necrosis of the omen- 
tum with a case in which the development of a tumor 
the size of a man’s head extended over many months. 
The tumor could not be extirpated, and its growth 
was not influenced by exposure and incision. Finally 
a high grade intestinal obstruction resulted, so that 
an extensive operation was necessary (exclusion of 
the caecum and ascending colon surrounded by the 
tumor growth, and lateral anastomosis of the lowest 
loops of resected small intestine that enter the 
tumor with the transverse colon). Only when the 
irritation, produced obviously by the passage of 
fecal material, had been excluded did a retrogression 
of the tumor take place. At the last examination 
(eight months after the operation) the tumor could 
not be palpated. 

Schmieden is unable to explain the causes in the 
formation of the morbid entity in this case. He 
believes that it must be attributed to thrombolic 
processes with nutritional disturbances in the 
omental fat, emboli, hemorrhages, or circulatory 
disturbances produced by torsions of small pieces of 
omentum with incomplete constriction. Adipose 
people are predisposed. In the differential diagnosis, 
beside real tumors, actinomycosis must be taken 
into consideration. REINHARDT. 


Frazier: Mesenteric Cysts, with Report of a Case 
of Sanguineous Cysts of the Mesentery of the 
Small Intestine. J. Am. M. Ass., 1913, Ixi, 97. 

By Surg., Gynec. & Obst. 

A review of the literature on the subject of mesen- 
teric cysts is attempted, together with a complete 
report of a case observed by the author. 

The origin of cysts of the mesentery is in many 
cases obscure. Many classifications have been 
offered by investigators but that which the author 
prefers is the one adopted by Moynihan. He classi- 
fies them according to their nature as: (1) serous 
cysts, arising either from a lymphatic dilatation or 
from haemorrhages between the layers of the mesen- 
tery; (2) chylous cysts, probably the most numerous, 
containing a milky white fluid and due to a dilata- 
tion of some of the lacteals or chyliferous vessels; 
(3) hydatid cysts, due to the tania echinococcus; 
(4) dermoid cysts; and (5) sanguineous cysts, the 
class to which the case reported belongs. 
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The cysts vary in size from that of a pea to the 
size of a man’s head. They are usually oval in 
shape, their greater diameter being vertical. They 
are either uni- or multi-locular. The wall is com- 
posed of fibrous tissue and varies in thickness 
from a thin membrane to 1 cm. The character of 
the contents depends upon the origin of the cysts 
and also upon whether hemorrhages have taken 
place into the cyst or not. 

The symptoms depend largely upon the size of the 
cyst and upon its relation to the neighboring 
viscera. Many of the smaller cysts are discovered 
only at autopsy and caused no inconvenience 
during life. The symptoms which mesenteric cysts 
most commonly produce are pain, more or less 
severe, digestive disturbances, and symptoms of 
acute or chronic intestinal obstruction. Coinciden- 
tally there may be loss of weight and inanition and 
emaciation, and if operative measures are postponed 
too long peritonitis may develop from rupture of 
the cyst or the patient may die of inanition. 

Percussion and palpation reveal the usual signs 
of abdominal tumor and fluctuation may some- 
times be elicited. 

The treatment, in all cases, should consist in 
operative measures. Theoretically there are four 
possible modes of procedure: (1) aspiration; (2) 
enucleation; (3) resection of the involved intestinal 
segment followed by excision; and (4) incision and 
drainage. ‘The first procedure has become obsolete. 
Wherever possible the radical procedure should be 
attempted, but when there are acute symptoms of 
intestinal obstruction it may sometimes be necessary 
to merely incise and drain, as many of these patients 
with acute obstruction will not tolerate any but the 
simplest and most rapid operation. 

The case reported is that of a man who fell eleven 
years previous to the operation and received a 
severe blow upon the abdomen. Subsequently he 
noticed a small tumor above the symphysis, which 
very gradually became larger. During the past 
year this growth had become more rapid. The 
operation showed a large mesenteric cyst near the 
ileo-cecal valve and subsequent examination showed 
it to be of the sanguineous variety. The cyst was 
removed and a large piece of bowel resected with it. 
An uneventful recovery ensued. J. H. Skites. 


Cartolori, F.: Mesenteric and Retroperitoneal 
Blood Cysts (Sur les kystes hématiques mésentér- 
iques et rétropéritonéaux). Clin. chir., 1913, Xxi, 
725. By Journal de Chirurgie. 

This article, which is a critical study of the subject, 
includes an account of an unpublished case treated 
by Spangaro. A man 65 years old had a smooth, 
elastic and fluctuating subumbilical tumorous mass 
in the abdomen about the size of a seven months’ 
pregnancy. The mass was slightly mobile but was 
not influenced by respiration. On _ operating, 

Spangaro found a cyst surrounded by the intestines 

and covered by peritoneum, on the surface of which 

were numerous large blood vessels. He tried to 


enucleate it but it adhered so closely to the ureters 
that some of the posterior wall had to be left in. 
Its contents were a serosanguinous fluid and red 
blood clots. A few days later a fistulous opening 
appeared at the lower angle of the wound from 
which escaped a seropurulent fluid. The subject 
gradually lost weight and died four months after 
the operation. 

The autopsy showed that the fistula led to a 
cavity in front of the colon. In this cavity were 
found remnants of the cyst that had not been re- 
moved. 

Histological examination showed that the wall 
of the cyst was made up of old connective tissue, 
lymphoid tissue, and new, very vascular connective 
tissue. Its thickness varied from 2 to 8 mm. 

The author believes that this was an old lymphatic 
cyst which had become bloody as the result of a 
chronic inflammatory condition of its wall. 

PIERRE FREDET. 
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Carnot, P.: Movements of the Stomach and 
Duodenum Studied by the Perfusion Method 
(Les meuvements de l’estomac et du duodénum 
étudiés par la méthode de la perfusion). Compt. 
rend. Soc. de Biol., 1913, Ixxiv, 1265. 

By Journal de Chirurgie. 
By means of the perfusion method described by 

Carnot and Glénard, Carnot has been able to study 

the movements of the stomach and duodenum of the 

cat. According to this method, the detached mass 
of viscera, distended by a semiliquid substance, is 
immersed in Cloeke’s oxygenated fluid or in de- 
fibrinated blood. Carnot studied the movements 
from the point at which they started to the point at 
which they passed the pyloris and went over into the 
duodenum. 

On the fundus side the stomach contracts to form 

a veritable balloon confined below by the medio- 

gastric groove. The part of the stomach that is 

intermediate between the fundus and the prepyloric 
antrum is equally contracted. During activity the 
stomach takes on an hour-glass form which is 
modified by the peristaltic waves passing from the 
cardia to the pylorus. It is an exaggeration of this 
physiological phenomenon which gives rise to inter- 
mittent tension of the epigastrium when the pylorus 
is obstructed. The prepyloric antrum is bounded on 
the side near the stomach by a groove of contraction 
similar to the mediogastric ridge, and peristaltic 
waves tend to expel its contents through the pylorus. 

In the duodenal bulb there are antiperistaltic move- 

ments tending to exert on the pyloric ring pressure 

equal to that of the pyloric antrum. The pylorus 
itself does not participate in these contractions 
directly. When it opens the duodenal bulb con- 
tracts and is then moved by peristaltic contractions 
which force the bolus of food down into the small 
intestine. 

The perfusion method makes it possible to deter- 
mine exactly by cinematography the movements of 
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the gastroduodenal apparatus, an apparatus that, 
on the basis of its partial contractions, has three 
distinct parts; i. e., the fundus, the prepyloric 
antrum, and the duodenal bulb. This method 
confirms also the results obtained by radioscopy 
after the ingestion of bismuth. PrerrE CRUET. 


White, F. W., and George, A. W.: The X-Ray 
Method in Diagnosis of Gastric and Duodenal 
Ulcer. Boston M. & S. J., 1913, clxix, 157. 

By Surg., Gynec. & Obst. 

Accordiag to the personal experience of the au- 
thors, X-ray methods add materially to the concise- 
ness of diagnosis in gastric and duodenal ulcer. 
Serial radiographs are used as a basis for conclusions, 
the screen observations serving to give a general 
survey of conditions and to show the facts about 
mobility and motility. 

Radiological signs that may accompany ordi- 
nary gastric ulcer are: local spasm, seen most often 
when the stomach is nearly empty; a reflex pyloric 
spasm of variable duration; vagotonia; and, in half 
of the cases, residue after six hours, due to spasm of 
the pyloris, irregular peristalsis or organic obstruc- 
tion. In hour-glass contractions following ulcer the 
segmentation is clean cut and constant, and the 
stomach is drawn to the left by contraction along 
the lesser curvature; inadhesions to the liver and gall- 
bladder the stomach is drawn to the right and fixed 
there. Penetrating ulcers give a_ characteristic 
protrusion of the bismuth, with or without a gas 
bubble at the top. 

In duodenal ulcer the shadow of the first portion of 
the duodenum undergoes change in form and out- 
line, and gastric motility is affected. Constant filling 
defects in the caput duodeni are recognized from a 
series of plates made to show this structure to the 
best advantage in each individual case. Frequent 
use is made of the lateral ray projection, with the 
patient lying on the right side. Worm-eaten edges 
in the bismuth-duodenal shadow are common in 
duodenal ulcer but may be present also in adhesions 
and malignancy. The gastric motility in duodenal 
ulcer is variable and the actual time of emptying 
depends upon a number of factors the result of 
which in a given case may be anywhere from a 
marked hypermotility to a grave degree of stasis. 

It is predicted that this line of work will become 
much more valuable in the future as the significance 
of the various X-ray findings becomes more firmly 
established. In the authors’ hands the method at 
present is considered very helpful if not indispen- 
sable. Hotus E. Porrer. 


Mills, R. W. and Carman, R.D.: The X-Ray in 
the Diagnosis of Gastric Ulcer and Its Sequelz. 
Surg., Gynec. & Obst., 1913, xvii, 1. 

By Surg., Gynec. & Obst. 

According to the authors there is need of co- 
operation on the part of the internist and the 
réntgenologist in the utilization of the X-ray for 
purposes of gastro-intestinal diagnosis. A discus- 
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sion is then given of gastric anatomy and physiology 
as revealed by the X-ray. The changes in the 
stomach as indicated by the X-ray that may indicate 
the presence of gastric ulcer are then discussed under 
four headings; i.e., (1) changes in tonus; (2) 
changes in position and form; (3) changes in peristal- 
sis and motility; and (4) the relation that areas of 
pain, tenderness, and mass bear to X-ray findings. 

Changes in tonus give different X-ray findings 
according to the part of the stomach that is involved. 
Of changes in tonus resulting from ulcer of the pars 
pylorica nothing is known as yet. Direct abnor- 
malities of tonus in the pars cardiaca and pars media 
are due to the ulcer. Spasm of the circular muscle 
fibers of the stomach at the level of the ulcer result 
in the formation of incisure on the greater curva- 
ture. The authors discuss the specificity of such 
incisure, their size and form, and the degree to 
which the stomach is divided by them. They give 
also criteria as to the genuineness of the X-ray picture 
of incisure, and a discussion of pseudo-incisurze 
and the diagnostic value of the real incisure. 

Changes in the position and form of the stomach 
may result from ulcer. When they occur as the 
result of causes within the stomach, the stomach as 
a whole is in a left median position. This position 
may be due to an acquired atony. The dislocation 
of the pylorus to the left may be the result of con- 
tractures. Indications of change in form of the 
stomach due to gastric ulcer are the visualization of 
the ulcer crater as a projection on the periphery of 
the gastric shadow, the “‘nischen sign,’’ and the 
formation of the hour-glass stomach. All of these 
are described and similar phenomena not indicating 
ulcer are discussed. When changes in position and 
form result from uncompensated obstruction of the 
pylorus by ulcer, the stomach occupies a central 
position as a whole and is laterally enlarged, espe- 
cially to the right of the median; the gastric residue is 
also ina central position. If the ulcer obstruction is 
compensated, the findings are not characteristic. 
in such cases the stomach is enlarged but normal in 
position and form. 

Changes in peristalsis and motility may denote 
the presence of gastric ulcer. In the case of non- 
obstructive ulcer there are no characteristic changes 
in peristalsis though the peristalsis may be increased. 
Antiperistalsis is discussed in its relation to non- 
obstructing ulcer of the pars pylorica. Delayed 
motility is suggestive of ulcer. In cases of uncom- 
pensated ulcer of the pylorus, hyperperistalsis may at 
some time be the rule and there may be marked de- 
lay in the motility. 

Under the heading relation of areas of pain, tender- 
ness, and mass to X-ray findings are discussed the 
necessity for care in making deductions, the possi- 
bilities as to the relation of pressure-sensitive loci to 
the stomach shadow, the causes of ulcer pain and 
tenderness, hypertension, and retlex irritation of 
the parietal peritoneum. Hypertension plus hy- 
persensibility, according to the authors, is the cause 
of unlocalized ulcer pain. As a diagnostic aid it is 
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useless because unlocalized. Pressure tenderness is 
also discussed. Gastric ulcer is not intrinsically 
painful. Pressure tenderness due to a reflex does 
not as a rule correspond to the ulcer site. Irritation 
of the parietal peritoneum as a result of ulcer peri- 
gastritis gives, asa rule, definite information as to the 
location of the ulcer and adds to the X-ray findings 
if it corresponds to the site indicated by the X-ray. 
A palpable mass of ulcer origin probably corresponds 
to the ulcer site because of associated perigastritis 
and parietal peritoneum irritation. 

The article is illustrated with numerous radio- 
graphs and is followed by a list of references to the 
literature of the subject. 


Répke, W.: Chronic Gastric Ulcer in the X-Ray 
Picture of the Air-Inflated Stomach (Das 
chronische Magenulcus im Réntgenbilde des luftge- 
blihten Magens). Mitt. a. d. Grenzgeb. d. Med. u. 
Chir., 1913, XXvi, 307. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Répke is enthusiastic in regard to the X-ray 
examination of the air-inflated stomach. While 
the inflation with carbon-dioxide gas is dangerous 
because it extends the stomach suddenly and with- 
out any regard to its size, the careful introduction 
of a sound and inflation with air is quite harmless 
and is always permissible provided that at least a 
month has elapsed since the last free haemorrhage. 

With the aid of excellent X-ray pictures the author 
first describes the appearance on the plate of the 
normal stomach when inflated with air. When 
completely inflated its outline is a curved smooth 
line; when incompletely inflated, its outline shows 
indentations and the folds in the stomach wall are 
plainly visible. A stomach with a simple non- 
perforating ulcer when inflated has a very char- 
acteristic appearance in the picture, and by the air- 
inflation method in most cases the details are more 
clearly brought out and the whole picture better 
defined than by the bismuth method. A sharp 
constriction in the stomach picture, together with 
knotted or oblique band-like shadows, or a solid 
shadow on the lesser curvature either connected 
with the band-like shadows or at the end of the 
knotty shadows may be regarded as practical proof 
of the presence of a gastric ulcer, particularly if at 
the same time the clinical history has indicated such 
a condition. If the ulcer has penetrated into the 
surrounding tissue and organs, the X-ray picture 
is different and also in this case is so characteristic 
that a diagnosis can be made from it with certainty. 
In such pictures the author noted more or less clear 
areas within the outline of a large, solid shadow 
which encroached upon the lesser curvature. On 
operating, these clear areas were found to be the 
defects in the stomach wall where there had been a 
penetration through the indurated ulcer area into 
the left lobe of the liver and into the pancreas. 

In most cases the air-inflation method requires 
only one picture to bring out the details of size, 
form, and position of the stomach. With the bis- 
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muth-meal method these points in the majority of 
cases can be determined only after a number of 
pictures have been taken with the patient in different 
positions. The air-inflation method, however, does 
not give any information in regard to the functional 
activity of the stomach, and for this the bismuth 
method will have to be used. In all of the cases 
that he reports the author was able by means of the 
air-inflation method to make a positive diagnosis 
both of simple indurated ulcers and those that had 
perforated into the surrounding tissues. 
Von TAPPEINER. 


Steinharter: A Preliminary Note on the Experi- 
mental Production of Gastric Ulcers by the 
Intravenous Injections of Clumped Colon 
Bacilli. Boston M. & S. J., 1913, clxix, 81. 

By Surg., Gynec. & Obst. 


An emulsion of colon bacilli in the presence of free 
hydrogen ions, the author states, is agglutinated in 
from one to four hours when incubated at body 
temperature. Gastric juice of high acidity possesses 
this agglutinating power. With these facts as a 
basis, such an emulsion, when injected into the ear 
vein of a rabbit, has been followed by the formation 
of a gastric or duodenal ulcer within 24 hours. 

The method of preparing the emulsion was this: 
active strains of colon bacilli in broth emulsion were 
agglutinated with a weak solution of active acid and 
hydrochloric acid; 2 cc. or 3 cc. of this emulsion 
were injected into each of six rabbits, and in each an 
ulceration of the stomach or duodenum was after- 
wards found. 

Many important questions, such as the method of 
action of the colon bacilli (whether it is mechanical or 
toxic), whether or not it has a selective action on 
the stomach, or whether other organisms will be- 
have in the same way, remain to be treated in a later 
communication promised by the author. 

R. W. FRENCH. 


Deaver: Posterior Gastrojejunostomy in Acute 
Perforative Ulcer of the Stomach and Duode- 
num. J. Am. M. Ass., 1913, Ixi, 75. 

By Surg., Gynec. & Obst. 

This paper emphasizes the great importance of 
early diagnosis of a perforation of the stomach or 
duodenum and the imperativeness of an immediate 
operation. 

The diagnosis of an acute perforation is made 
mainly upon three things: first, the pain; second, 
the rigidity; and third, the history of previous 
indigestion of ulcer type. The pain is very intense, 
and very sudden in appearance. There may have 
been premonitory pains of great severity but the 
pain of perforation is agonizing and unbearable. It 
is abdominal, not pelvic, and usually in the mid- 
abdomen, epigastrium or hypochondrium, al- 
though occasionally radiating to the iliac fossa or 
back. 

General rigidity of the abdominal muscles sets 
in at once after perforation. The rigidity is of the 
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extreme type, often called board-like. It is most 
marked in the upper abdomen. With the rigidity 
there is extreme tenderness, which is first located 
over the site of the perforation, but with the rapid 
spread of peritonitis other areas of peritoneum 
become sensitive to pressure and so the tenderness 
often becomes confusing. In perforated duodenal or 
gastric ulcers particularly, the infection is apt to 
spread along the paracolic grooves into the right 
iliac fossa. When the patient is first seen a few 
hours after the perforation the tenderness may be 
as marked over the region of the appendix as else- 
where and so lead to a diagnosis of perforative 
appendicitis. 

A history of previous stomach or intestinal trouble 
can usually be obtained, although many times the 
patient is in such agony that the history must be 
obtained from friends or relatives. Occasionally, 
however, no history pointing to the presence of an 
ulcer can be elicited. A history of prior abdominal 
trouble is of assistance in making the correct diag- 
nosis, but the absence of such a history does not by 
any means exclude the diagnosis of perforation. 

These are the important symptoms and signs of 
perforated ulcer, and the other signs and symptoms 
usually described are either of minor importance as 
regards diagnosis or they appear only at a time when 
it is already too late to help the patient. The tem- 
perature, pulse, and respiration are sometimes 
changed slightly early but not to any diagnostic 
degree. Distention, accumulation of fluid in the 
abdomen, and the subsidence of peristaltic move- 
ments are all signs which are of prognostic, but not 
of diagnostic, importance. No case should be al- 
lowed to wait until these signs appear, as they fore- 
tell only too surely the approaching end. Free gas 
in the abdominal cavity and the obliteration of liver 
dullness also show that the case has almost certainly 
passed beyond the help of the surgeon. Leuco- 
cytosis is usually present early but may be slight. 

In treatment of a perforation of a gastric or duo- 
denal ulcer the important thing is to operate and to 
operate early. The majority of cases operated upon 
during the first twelve or eighteen hours recover 
while the cases that have gone over twenty-four 
hours usually succumb. The line of treatment 
adopted by the author was as follows: (1) closure of 
the ulcer; (2) plication of the duodenum to obliterate 
its lumen and fortification of this area by covering 
with the gastrohepatic and gastrocolic omentum; 
(3) posterior no-loop gastrojejunostomy; (4) tube 
drainage of the pelvis through a suprapubic stab. 

The after-treatment consists in the sitting posture, 
continuous proctoclysis, and the prohibition of 
everything by mouth until peristalsis has been re- 
established as evidenced by auscultation and by the 
passage of flatus. The stomach tube is used freely 
for vomiting, regurgitation, or gastric distention. 
The administration of food is attempted very 
cautiously, beginning with albumin water. No 
purgatives are used but a cleansing enema is given 
the third day after operation. J. H. Skites. 
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Truesdale: Cancer of the Stomach. Boston M. & 

S. J... QT, CRIN, 44. By Surg., Gynec. & Obst. 

The author divides surgery of the stomach for 
cancer into three divisions: 

1. The exploratory operation done to establish 
the diagnosis or to determine the operability of a 
palpable tumor. That this procedure is too in- 
frequently used is obvious from the number of inop- 
erable cases that come to surgeons. There is too 
often more reluctance on the part of the surgeon to do 
this operation and more on the part of the patient 
and his physician to have it done for suspected 
cancer, than to prove a palpable cancer inoperable. 

The first stage of pyloric obstruction is due, not to 
the cancer per se, but to the tumor plus the perican- 
cerous inflammation. Under these circumstances, 
conservative treatment yields results immediately 
good but ultimately disastrous. The microscope, 
chemistry, and the X-ray are all valuable in diagnosis, 
but the personal history, more than any other fac- 
tor, must be depended upon mainly to furnish evi- 
dence for or against exploratory laparotomy. 

2. The palliative procedures occupy but a small 
place in surgery of the stomach for cancer. The 
author believes that the excision of a large tumor- 
mass plus a gastro-enterostomy is preferable to a 
gastro-enterostomy alone as a palliative procedure. 

3. The radical operation, which consists of partial 
gastrectomy and gastro-enterostomy. Wide mar- 
gins of healthy tissue should be included, together 
with a complete excision of the lymphatic zones 
draining the infected area. R. W. FrReNcH. 


Thomson and Graham: Fibromatosis of the 
Stomach and Its Relationship to Ulcer. 
Edinb. M. J., 1913, xi, 7. By Surg., Gynec. & Obst. 

Fibromatosis may be localized or diffuse, but it is 
the localized form which, from a clinical point of 
view, is the more important to differentiate from 
cancer. This form nearly always commences in the 
vicinity of the pylorus and spreads from there to- 

wards the cardia, usually, but not always, showing a 

preference for the lesser curvature. The external 

appearance of the stomach shows marked changes; 
the normal area is flaccid and collapses readily, 
whereas the affected portion is rigid and densely 
hard like gristle. The peritoneal surface, if free 
from adhesions, is white, pearly, and smooth. 

The diseased mucosa is usually firm and unyielding, 

closely adherent to the submucosa. It presents a 

hillocky surface which stops abruptly at the pyloric 

ring but gradually merges into the normal towards 

the cardia. The submucosa is converted into a 

thick, solid, tough, white tissue, not so dense as a 

cheloid, but resembling the consistence of a hard 

fibroma. The layer is made up of uniform fibrillated 
connective tissue with here and there collections of 
lymphocytes in the vicinity of the muscularis mu- 
cose. The muscularis shows a marked hypertrophy 
of the circular fibers with characteristic segmenta- 
tion, being divided into bundles by septa of white 
fibrous tissue continuous with the fibrous tissue of 
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the submucosa. The serous and subserous coats 
are little altered as a rule. 

The most striking fact in the pathogenesis of 
fibromatosis is the apparently invariable association 
with ulcer or ulceration of the mucosa. As regards 
the relation of fibromatosis to cancer they suggest 
that an ulcer is the primary lesion, which is followed 
by fibromatosis, and that, finally, a cancer originates 
at the edge of the ulcer. Clinically the features 
are those of ulcer. Hemorrhage was a prominent 
feature in only one case. 

Operative treatment: Where a diagnosis can be 
made and cancer excluded, the authors advise resec- 
tion of the affected part. A reasonable alternative 
in weak patients is gastro-enterostomy and at the 
same time removing several glands from the lesser 
curvature. Ifthese show the presence of cancer, the 
resection should be carried out after a suitable inter- 
val for recuperation. If the disease does not lend 
itself to radical treatment, then relief of symptoms 
may be had by gastro-enterostomy, or if impracti- 
cable, by jejunostomy. R. W. McNEALY. 


Janeway: The Relation of Gastrostomy to In- 

operable Carcinoma of the @sophagus, with 

a Description of a New Method of Performing 
Gastrostomy. J. Am. M. Ass., 1913, lxi, 93. 

By Surg., Gynec. & Obst. 

A plea is made by the author for the earlier per- 
formance of gastrostomy on cases of inoperable 
carcinoma of the oesophagus before the patient has 
become emaciated from inanition. An early opera- 
tion not only gives the patient a longer period to live 
but also relieves the cancer from the constant stretch- 
ing and irritation caused by swallowing. The main 
objections usually raised to the performance of 
gastrostomy are the following: (1) the opening 
may leak; (2) the new fistula which leads to the 
stomach is permanently lined with granulation tissue 
and hence may cause some discharge; (3) there may 
be some irritation in the region of the skin; and (4) 
the annoyance of wearing a tube constantly. 

The most serious of these objections is the possi- 
bility of leakage. This can well be prevented by 
following the procedure invented by Senn, which 
consists in invaginating a small cone of the stomach 
wall around a tube and then suturing the base of the 
cone to the parietal peritoneum. This forms a valve 
which prevents the outflow from the stomach. 

The establishment of a permanent fistula requires 
an epithelial lining for the fistulous tract. This is 
accomplished by a procedure described by the 
author. An incision is made parallel with the rectus 
fibres a short distance to the left of the median line 
and 3 or 4cm. below the costal margin. The fibres 
of the rectus are not divided but are separated blunt- 
ly, the posterior sheath of the rectus cut through, and 
the peritoneal cavity opened. The anterior wal! of 
the stomach is then pulled through the wound and 
an incision 3 to 4 cm. long made with a perpendicular 
incision 1 cm. long at either end of the first incision. 
This forms a flap of stomach wall 3 cm. by 1 cm., and 
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by sewing the opposite edges of the opening together 
transversely to the direction in which the incision 
3 cm. long was made, a hollow prolongation of 
stomach wall is formed, which is about 5 cm. long. 
This tubular projection may then be fastened into 
the abdominal incision and the outer end sutured 
to the opening in the skin. The rectus muscle acts 
like a sphincter and no leakage occurs under ordinary 
circumstances. J. H. SKILEs. 


George: The Positive Diagnosis of Duodenal 
Ulcer by Means of the Réntgen Ray. Am. 
Quart. Réntgenol., 1913, iv, 187. 

By Surg., Gynec. & Obst. 


To obtain the most valuable evidence of the 
presence of duodenal ulcer, the actual deformity, 
slight though it may be, must be demonstrated as 
constant ona series of radiographic plates. To date, 
the frequent failures here and abroad result from too 
great a dependence upon such data as can be ob- 
served with a fluoroscope. 

The author assumes that the observation of 
Germain, that the first portion of the duodenum has a 
very constant shape and structure unless it is dis- 
eased, is correct. Also that a duodenal ulcer, which 
is producing symptoms, involves the mucularis 
early, becomes somewhat callous, and produces a real 
defect in the duodenal outlines. 

The ‘‘caput duodeni” is sometimes better filled 
in the standing position, ‘sometimes in the prone 
position. Not infrequently, to make it quite visible, 
plates must be made with the light directed laterally 
through the body from the left side, the patient 
lying or standing. This is most often true in the 
steer-horn type of stomach or in special conditions 
in which the duodenum projects backward and is 
hidden behind the stomach. This method has 
added a great deal to the accuracy of duodenal 
inferences as well as to the radiographical knowledge 
of the posterior wall of the stomach. 

In conclusion the author is satisfied in having 
made minor incorrect inferences in only three of 
fifty-nine operated cases of duodenal ulcer, and major 
incorrect inferences in none. This showing he 
believes makes his results practically positive. 

Ho.tis E. Porter. 


Bunting and Jones: Intestinal Obstruction in 
the Rabbit. J. Exp. Med., 1913, xviii, 25. 
By Surg., Gynec. & Obst. 
In a former paper the authors stated their belief 
that the early death in high intestinal obstruction 
is due to the absorption of a toxic duodenal secretion. 
If closed loops be made of lengths of ileum and 
jejunum in a fasting animal, no secretion occurs into 
these loops, while the duodenal loop becomes dis- 
tended with a faintly straw-colored alkaline fluid. 
The only difference between the upper and lower 
segment of the small intestine of the rabbit is the 
presence of Brunner’s glands. It seems justifiable to 
conclude that the secretion found in the duodenal loop 
comes from these glands. J. F. Caurcaitt. 
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De Quervain: Errors of Diagnosis in Appendicitis 
(Des erreurs de diagnostic dans l’appendicite). Rev. 
méd. Suisse romande, 1913, XXxiii, 513. 

By Journal de Chirurgie. 

One of the greatest criticisms made of the radical 
operation for appendicitis is that there may have 
been an error in diagnosis. However, the radical 
operation is the only method of lessening the mortal- 
ity of the disease, and out of 1723 cases operated on 
for appendicitis there were but ninety-four in which 
there was no lesion in the appendix. 

Ten times the error was on account of perforation 
of gastric or ducdenal ulcers which should be readily 
recognized from the symptoms of perforation, 
extreme initial pain, and general muscular rigidity. 

Twice the error was due to intestinal perforation 
in the ileocecal region, twice to intussusception, 
once to acute pancreatitis, and once to acute occlu- 
sion of the mesenteric vessels. It must be dif- 
ferentiated from cecum mobile, typhlatony, typh- 
lectasy, Lane’s kink. Five errors were due to a 
pneumococcus peritonitis in children from four to 
ten. Liver abscess, subphrenic, non-appendicular 
abscesses, and intestinal worms, have also caused 
errors. In three cases, cholecystitis, and in one, 
renal lethiasis were mistaken for appendicitis. 
There were nine cases in which appendicitis was 
confused with acute salpingitis; nine cases, with 
tubal abortions and rupture of tubal pregnancies; 
one, with torsion of the ovary; and fourteen, with 
torsion or rupture of ovarian cysts. 

In half of these cases the operation was as urgent 
as if it had been appendicitis. In a fifth, the inter- 
vention, if not urgent, was justifiable, and the best 
thing todo. In the rest the operation was unneces- 
sary, but rarely caused death. These facts are 
such that they urge the surgeon to operate with- 
out fear for appendicitis. PauL Matuiev. 


Pélya, J.: Cases of Appendicitis, Cholelithiasis, 
and Pericholecystitis, Showing the Clinical 
Picture of Ulcer of the Stomach or Duodenum 
(Fille von Appendicitis, Cholelithiasis und Peri- 
cholecystitis, welche das Symptomencomplex von 
Ulcus ventriculi und duodeni darboten). Budapest 
kir. Orvose. értesiléje, 1913, ii, 377. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author reports seven cases in which the 
history of typical pains, hemoptysis, the clinical 
symptoms, and the X-ray picture indicated stomach 
or duodenal ulcer, but on operation there was found 
either chronic appendicitis, dilatation of the gall- 
bladder, adhesive pericholecystitis, or gall-stones. 

These cases show: 1. That in cases in which pain in 

the stomach has persisted for a long time in spite of 

internal treatment, operation should be undertaken, 
for, even if there is no ulcer, some condition will 
certainly be found which will explain the pain and 
which can be relieved surgically. 2. That diseases 
of the appendix and gall-bladder may lead to 
superficial ulceration from which hemoptysis may 
arise even though it may not be pronounced enough 
to be demonstrable on operation. 3. That it is 


15 


wn 


possible that some of the pain observed after an 

operation for ulcer is caused by disease of the 

appendix, gall-bladder, or other abdominal organs. 
P6Lya. 


Ducoux: Hydro-Appendicitosis (De l’hydro-appen- 
dicitose). Rev. de gynéc. et de chir. abdom., 1913, Xx, 
143. By Journal de Chirurgie. 

*Hydro-appendicitosis” is the name given by 
Jaboulay to the condition of the appendix which 
becomes suddenly and intermittently distended by 
the secretions of its mucosa. The symptoms are 
those of appendicitis. 

Tucoux has collected eleven cases of this kind, 
two from Paris (reported by Petit and Walther) and 
nine from Lyons. Three of these were Jaboulay’s. 

In hydro-appendicitosis the appendix is turgid, 
swollen, and red, and from 8 to 12 cm. in length. It 
has been compared in appearance to a penis, a small 
intestine, and a banana, and when irregular, to a 
mandarin or a hydrocele. In some cases there may 
be one or two swellings resembling cysts. There are 
frequently adhesions fixing the appendix to the 
cecum or bending it toward the omentum, and the 
meso-appendix is frequently oedematous. The 
walls are very thin and care must be taken when 
separating adhesions to avoid rupturing them. The 
liquid from the appendix in one of Jaboulay’s cases 
caused tuberculosis in a guinea pig. In one of 
Petit’s cases drops of the liquid which fell into the 
wound produced an ulceration, apparently tuber- 
culous, which was hard to cure. By microscopic 
examination Jaboulay found in one case giant cells 
in sections of the appendix. In several cases 
miliary tubercles were found in the cecum and 
intestine. Accordingly it seems logical to classify 
“hydro-appendicitosis” as an atrophic tuberculosis 
of the appendix accompanied by dropsy. 

Clinically there are three forms of hydro-appen- 
dicitosis; i. e., a latent form, with digestive trouble; 
a form in which there is tumor, and a form charac- 
terized by repeated attacks of appendicitis. The 
last is the most common. The form characterized 
by tumor must be differentiated from cancer and 
ileocecal tuberculosis. 

The treatment advised is resection of the appendix. 
Special care should be taken to keep the fluid con- 
tents from coming into contact with the wound. The 
incision must be large. Jaboulay recommends a 
transverse incision beginning at the lower third of 
the incision of Jalagnier and extending toward the 
crural arch. The prognosis is grave, not so much 
on account of the lesions of the appendix as on 
account of tubercular lesions in the lungs that fre- 
quently accompany this disease. Grorces LABEy. 


Solieri, S.: Gastric Hyperacidity of Appendicular 
Origin (Sur la gastropathie hyperacide d’origine ap- 
pendiculaire). Rev. osp., 1913, iii, No. 10. 

By Journal de Chirurgie. 


Moynihan in 1910 was among the first to describe 
an appendicular dyspepsia. This disease occurs 
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most frequently between the seventh and fifteenth 
years. It has an insidious onset, rarely following 
an acute attack, and its symptoms are usually like 
those of gastric ulcer. There is gastric pain soon 
after meals, which is not radiating, and which is 
frequently accompanied by acid vomiting and 
marked hyperchlorhydria. Tenderness to pressure 
is felt in the epigastric region but none elsewhere 
except when epigastric pain is caused by pressure at 
McBurney’s point. On operating on a case of this 
kind, Moynihan found the exterior of the stomach 
normal in appearance. He noted, however, inter- 
mittent spasmodic pyloric contractions. Solieri in 
a similar case first performed a gastro-enterostomy 
with no beneficial result. Appendectomy performed 
later, however, resulted in a complete cure. The 
appendectomy followed a typical attack of appen- 
dicitis with abscess formation and fecal concretions 
four months after the gastro-enterostomy was per- 
formed. Two months later the patient had gained 
12 kilos and had not had any further gastric distress. 
AMEUILLE. 


Cargile: Grape Seeds in a Pelvic Abscess. South. 
M. J., 1913, vi, 330. By Surg., Gynec. & Obst. 
The author reports the case of an 11 year old boy 
who, after having occasional attacks of what was 
called indigestion over a period of several years, 
developed a pelvic abscess. This was drained and 
23 grape seeds escaped in the pus. One seed was 
seen in the feces. An investigation in the library 
of the Surgeon-General’s office fails to reveal a 
similar case. The nearest to it is one in which 122 
small shot escaped through the appendix. Another 
interesting feature of this case was the absence of 
pain. The author states that he had confined the 
mother twice and that, while she could feel the con- 
tractions, both labors were absolutely painless. In 

no other respect was the mother abnormal. 

C. H. Davis. 


Cheever, D.: Etiology and Significance of Peri- 
colic Membranes. J. Am. M. Ass., 1913, |xi, 248. 

By Surg., Gynec. & Obst. 

The etiology of pericolic membranes has not been 
settled beyond dispute. The author, however, 
considers the origin of these membranes to be of a 
dual nature. On the one hand he places the mem- 
branes resulting from congenital malformations, 
and on the other hand, those which are due to peri- 
toneal irritation. In support of his theory that many 
of these membranes have a congenital origin he calls 
attention to the fact that the very nature of the 
thin diaphanous veil which constitutes the mem- 
brane in many of the cases would suggest that it isa 
membrane of developmental rather than of in- 
flammatory nature; also the study of these mem- 
branes in the foetus and in the new-born has added 
overwhelming evidence in favor of the developmental 
theory in many of these cases. Membranes appear- 
ing in the foetus or the new-born could hardly come 
from peritoneal irritation or inflammation unless we 
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accept the unproved theory of foetal peritonitis. As 
to exactly what step of the development of the 
foetus is responsible for the formation of these mem- 
branes the author is notable to state. He is inclined 
to believe that they are formed during the descent 
and rotation of the cecum from beneath the liver. 

Of what pathological significance are pericolic 
membranes? Future investigation will probably 
tell us just how much intestinal disturbance can be 
attributed to these abnormalities. At present there 
is a marked difference of opinion among surgeons as 
to what train of symptoms they may produce. The 
present accepted treatment of the condition seems 
to be the division of the membranes by the thermo- 
cautery. J. H. SkILes. 


White, S.: Cancer of the Colon. Brit. M.J., 1913, 
By Surg., Gynec. & Obst. 

Cancer of the colon is usually a primary disease. 
Occasionally, however, the bowel becomes involved 
by extension of the disease from an adjacent viscus 
such as the stomach. Cancer of the colon is most 
common between the ages of 40 and 65. Two varie- 
ties of the disease require a special description. One, 
the sclerosing type, is so frequent that it may be 
regarded as the typical form. Growing very slowly. 
it leads to an annular constriction of the bowel 
which, if the patient lives long enough, will end in 
obstruction. The mesenteric glands are affected 
late. The second variety, which occurs in a minori- 
ty of cases, isof thefungatingtype. Thereisextensive 
infiltration of the walls of the bowel and, in addition, 
a fungating mass sprouts into the lumen of the bowel. 
There is no constriction of the bowel. It occurs 
more often in young people and is characterized by 
rapid growth, early dissemination, bloody stools and 
cachexia. There is no definite symptomatology and 
in the annular sclerotic type obstruction may be the 
first symptom. In obstruction from cancer of the 
colon distention precedes vomiting. Marked peri- 
staltic movements of the colon are common. The 
author reviews 26 private cases of colectomies for 
cancer. Fifteen of these came to him with acute or 
subacute obstruction and all were relieved by colos- 
tomy, the growth being removed from to to 21 days 
later. Four patients died, two from pulmonary 
embolism, one from defective union of the bowels, 
and one from metastasis. Thirteen patients remain 
in apparent good health, eight of them after from 
14 to 4 years. Five were operated on within the 
last 3 years. Colectomy should never be performed 
where intestinal obstruction is present. Patients 
beyond 70 years of age are poor risks. White advises 
colostomy or short circuiting for cases unsuitable for 
colectomy. 

Under operative technique the author advises, 
first, a thorough exploration of the abdominal cavity 
for evidence of metastasis before the operation is 
undertaken. Second, if the disease is too advanced, 
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a short-circuiting, or, if this is not possible, a colos- 
He takes up the method of uniting the bowel 
There are 


tomy. 
but says there is no one way for all cases. 
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few operations in which good technique counts for 
so much, and every step in the procedure should be 
carried out deliberately and with infinite care. 
Three cases are reported as typical of the disease. 

M. S. HENDERSON. 


Aubertin, C. and Beaujard, E.: The Action of X- 
Rays on Polyadenomas of the Intestine (Actions 
des rayons X sur les polyadinomes de l’intestin). 
Bull. et mem. Soc. méd. d. hép. de Par., 1913, No. 22, 
r2oe. By Journal de Chirurgie. 

Aubertin and Beaujard had an opportunity to 
compare two biopsies made eighteen months apart 
in the case of a man 34 years old suffering with 
polyadenomatosis of the large intestine. The first 
specimen was obtained after a few treatments by 
radiotherapy, the second after 25 treatments, when 
the symptoms were diminished and_rectoscopy 
showed diminution in the size and number of the 
polyps. The authors made an histological study of 
the two specimens and believed that they could 
attribute to the action of the X-rays a decrease in 
the size of the glandular crypts, the disappearance 
of the cyst-like formations, suppression of the cells 
filled with mucus, and a restriction in the amount of 
stroma. These changes they interpreted as an 
histological amelioration of the condition. 

MAvrRICE CHEVASSU. 


Kienbéck, R.: The X-Ray Diagnosis of Colitis 
Ulcerosa (Zur Réntgendiagnose der Colitis ulcerosa). 
Fortschr. a. d. Geb. d. Réntgenstr., 1913, XX, 231. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


According to Stierlin, colitis ulcerosa shows the 
following characteristics in the X-ray picture: The 
diseased portion of the bowel is free from large 
quantities of bismuth and shows only a few lon- 
gitudinal bismuth shadow-lines; the border lines of 
the intestine are parallel, without marks of saccules, 
and enclose between them a very clear area which 
has an increased gas content; this picture is con- 
stant. Stierlin explains the condition as being a 
hyperesthesia of the quickly emptying colon with 
residue remaining upon the ulcers of the intestinal 
wall in diverticuli or long-drawn-out lines. Schwartz 
and Novascinsky report similar findings and give 
similar explanations. Kienbéck reports in detail 
three cases of colitis ulcerosa, two with tuberculosis 
and one with dysentery. His conclusions are as 
follows: 

There are two distinct types. The picture of 
Type I shows a narrow bowel almost without sac- 
cules, and with short, wavy shadow-lines which are 
woven into veils or clouds; the bowel often shows 
spastic contraction or is of an inflated club shape 
with a dark margin; in this form the intestinal wall 
is still mobile. The picture of Type II is that of a 
broad cylinder of an even thickness, without saccules 
and with narrowly dentated outlines, a form char- 
acterized by rigid infiltration of the walls and the 
formation of ulcers. The picture of the empty 
bowel is similar to that of normal digestion. With 
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the ulcerative process, insufficiency of the Bauhin’s 
valve, adhesions, kinkings, and stenosis are fre- 
quent. HOFFMANN. 


Beach, W. M.: 


A New Operation for Hzmor- 
rhoids. i 


Pittsburgh M. J., 1913, i, 1. 
By Surg., Gynec. & Obst. 

The author reviews the anatomy of the rectum 
and anal canal. He protests against the general 
use of the word “orifice” as applied to the anus 
and insists that the words “anal canal’’ should be 
substituted. The blood supply of the anal canal is 
derived largely from the superior hemorrhoidal 
artery, a continuation of the inferior mesenteric 
artery. The superior hemorrhoidal descends from 
the rectum to the superior part of the anal canal 
where it terminates in a plexus of veins. These 
veins are, very thin-walled and are covered only by 
mucosa. Therefore they are very easily distended 
by any obstruction to the outflow of the blood. 

The author objects to the operations commonly 
used in the radical treatment of hemorrhoids. His 
objections are, that the operation is either too destruc- 
tive of the mucous membrane and the nerve endings 
enclosed therein, or it is not radical enough to effect 
a permanent cure. He criticises especially the 
Whitehead operation because it removes such a 
large area of epithelium that contains sensitive nerve 
endings having a special function to perform in the 
control of the sphincter ani. He criticises the liga- 
ture method because of the sloughing which occurs 
beyond the constriction and the attending pain. 
He claims also that at times by the ligature method 
only the overlying mucosa and not the whole pile is 
included and as a result the condition tends to recur. 
He censures the use of the clamp and cautery because 
of the pain and suffering which he claims follow in 
many cases and may extend over many weeks. 

The operation that Beach recommends is as 
follows: The patient is anesthetized either generally 
or locally and placed in the lithotomy position. The 
tissues of each quadrant are then seized with the 
forceps and by traction are brought into view. A 
single-pronged tenaculum is passed through the 
diseased tissues and the entire mass is removed with 
curved scissors. Any distended veins that have 
been left are then removed with a curette. The in- 
cised mucosal edges will usually approximate. 
Ragged edges are trimmed away. To obviate post- 
operative haemorrhage, a gauze-covered tube one 
inch in diameter is inserted through a_ bivalve 
speculum. This acts not only as a hemostatic but 
also as a splint. J. H. Skits. 


Smith: A Description of the Enteroptotic Woman. 
Surg., Gynec. & Obst., 1913, xvii, 71. 

By Surg., Gynec. & Obst. 

Visceral prolapse in woman is always attended by 
other closely associated structural abnormalities. 
On this basis, these women may be divided into two 
groups. In the one are placed those who in early 
life were well nourished, more or less sturdy of form 
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and firm of tissue, who had deep chests, capacious 
abdomens, and retentive abdominal walls, but who 
now have considerable relaxation of tissue, muscular 
weakness, a changed configuration of body, and 
sometimes loss of weight, the so-called acquired 
enteroptosis. The visceral prolapse itself is on the 
whole less in degree than in the second group. 
The symptoms are oftentimes quite as severe. 

The second or congenital group includes those 
women who from childhood up have been frail of 
form and lacking in vigorous development. They 
have little fat, the tissues are soft and relaxed. 
These are the fundamental characteristics; other 
changes follow. These women form a distinct type. 
The chest is small, shallow, and contracted at its 
lower end. The neck and limbs are as a rule longer 
than usual. The abdomen is on the whole less 
prominent than in women of the first group. Mus- 
cular insufficiency is common and shows itself in 
changes in the spinal curve, round shoulders, and 
flat foot, which commonly express fatigue and are 
valuable guides in estimating the health of the 
individual. These are in general much less fixed 
than the changes in the chest and improve as the 
woman regains her health. They are responsible for 
much of the pain. The study of the chest gives a 
valuable clue to the natural vigor and the early 
nutrition, for the chest above described can follow 
only primary defects and long-continued poor 
nutrition in early life. Intelligent attention to the 
nutrition of children is necessary if the conditions 
which follow are to be prevented. The author gives 
plates of the stomach and bowel and points out the 
abnormality, mobility, and relaxation. 

The two groups described cannot be sharply 
divided — many are of mixed type — but the purer 
forms of each are so different as to make a distinc- 
tion necessary. In the first group fundamental 
defects are not dealt with; in the second they are, 
and any treatment undertaken in adult life neces- 
sarily has its limitations. Many cases of lesser 
degree, with a good nervous system, especially when 
the strain of life is not severe, will have good health. 
Many may be improved by proper treatment. 


LIVER, PANCREAS, AND SPLEEN 


Jaugeas: Radioscopic Examination of the Liver. 
Arch. Rént. Ray, 1913, xviii, 48. 
By Surg., Gynec. & Obst. 


Except for the possible detection of biliary calculi, 
radioscopy is of more value than radiography in 
X-ray observation of the liver. The upper surface 
of the liver lying against the diaphragm can easily 
be seen; the lower edges are best seen when the 
hepatic flexure of the colon and the stomach are 
inflated with gas. 

The author has been interested in noticing the 
mobility of the liver, particularly under different 
conditions of filling in surrounding hollow viscera. 
Changes in volume are seen in atrophies and hyper- 
trophies and in certain heart lesions. Of particular 
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value are the changes in form and position of the 
upper liver or diaphragm shadow seen in liver 
abscess, subphrenic abscess, hydatid cyst, and 
occasionally in syphilis and cancer. 

On account of their frequent transparency, biliary 
calculi are difficult or impossible to demonstrate in 
most cases. A careful radiographic technique is 
necessary. Hottis E. Potrer. 


Fischer, B.: Primary Chorio-Epithelioma of the 
Liver (Primires Chorioepitheliom der Leber). Frankf. 
Zischr. f. Pathol., 1913, xii, 462. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author reports a primary chorio-epithelioma 

of the liver which macroscopically resembled a 

primary angio-epithelioma but microscopically 

showed an entirely different structure. The patient 
was a woman 35 years of age who, after her second 
pregnancy, became unable to work and ‘“‘nervous.” 

She was weak and suffered from nausea, dizziness, 

and lack of appetite and sleep. A year and a half 

later she was seized with severe gastric pains, 
icteric vomiting, cough, and hemoptysis; sub- 
sequently icterus and fever developed. The liver 
was enlarged, palpable to the left costal arch, and 
painful. Severe anemia was indicated by a hemo- 
globin content in the blood of 45 per cent, nucleated 
red cells, polichromatophilia and peecilocytosis. 
On section, the liver showed numerous soft, 

subcapsular, hemorrhagic nodules the size of a 
hazel-nut. One of them was nearly as large as the 
fist. The vena cava and portal vein were not in- 
volved, but the hepatic vein and its branches showed 
numerous hemorrhagic nodules protruding into the 
lumen similar to those found in the liver. In the 
head of the pancreas was a tumor the size of a wal- 
nut. The liver showed marked stasis and degenera- 
tion of the parenchyma. The tumor nodules con- 
sisted principally of clotted blood and thrombus- 
like stratified layers of blood and fibrin. On careful 
microscopical examination tumor cells were found 
(epithelial cells, giant cells, syncytii, great irregular- 
ity of cell structure, and giant nuclei). Without 
doubt, therefore, the case was one of typical chorio- 
epithelioma of Marchand’s type. The pancreatic 
tumor was metastatic. As all of the other organs, 
including the uterus, were free from tumors, the 
chorio-epithelioma must have been primary. There 
are two possibilities as to its origin: it was due either 
to a primary teratoma of the liver with subsequent 
unilateral development of the chorio-epithelium or 
to an abnormal growth of chorionic villi, transported 
during pregnancy into the liver. METTIN. 


Chauffard, A.: A Large Ameebic Abscess of the 
Liver; Rapid Cure by Surgical Treatment 
Followed by Emetine (Grand abces amibien du 
foie. Guérison rapide par le traitement chirurgical 
suivi de la cure d’émétine). Bull. et mem. Soc. méd. 
de hép. de Par., 1913, No. 10, 630. 

By Journal de Chirurgie. 


Chaufiard insists that emetine is of great value in 
treating ameebic abscesses of the liver, as it acts 
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as a specific to the parasite. He believes that it 
should be used in all cases of amoebic hepatitis. By 
treating amoebic dysentery with emetine from as 
near its beginning as possible, amaebic abscesses of 
the liver would become much less frequent. Fur- 
ther, the abscess may be stopped in its presuppura- 
tive stage as has been observed by Rogers. When 
pus has formed, Rogers advises emptying the ab- 
scess and injecting into it 6 to 10 cgr. of emetine 
in 30 to 4o cc. of water. 

In a case of abscess of the liver, Chauffard opened 
the abscess by the transpleural incision used by 
Labey and evacuated some sterile, chocolate-colored 
pus containing amcebas. The fever fell immediately 
but at the end of seven days there was still a sanguine 
purulent discharge. At this time, 4 cgr. of emetine 
were injected subcutaneously. The next day 8 cgr. 
in 40 cc. of water were injected into the abscess 
cavity, and on the two following days, 4 cgr. of 
emetine were injected subcutaneously, making the 
total amount of emetine used equal to 20 gr. After 
the second injection there was no blood in the pus, 
and in six days the abscess had dried up. 

Chauffard believes, however, that drainage of the 
abscess is necessary in addition to the use of emetine, 
if the cure is to be rapid. He feels that the value of 
the emetine treatment in reducing the mortality 
from, and the frequency of, ameebic abscesses of the 
liver will be inestimable. Maurice CHEvAssvu. 


Kehr: Congenital Anomalies of the Gall-Bladder 
and the Hepatic Artery (Uber angeborene Ano- 
malien der Gallenblase und der Arteria hepatica). 
Zentralbl. f. Chir., 1913, xl, 690. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

On the basis of his own observations and of those 
reported in the more recent anatomical and surgical 
literature, Kehr has made a detailed compilation of 
the anomalies so far observed in the gall-bladder and 
the biliary ducts and vessels. Among those that 
are important from the surgical point of view are the 
absence of the gall-bladder and its misplacement 
either within the liver or on the left side of the body. 

Others are the anastomosis of the cystic duct with 

the hepatic duct at the bifurcation of the latter, a 

doubling of the hepatic duct, and numerous varia- 

tions in the course of the hepatic and cystic arteries. 
DENCKs. 


Miyake, H.: Statistical, Clinical, and Chemical 
Studies of the Etiology of Gall-Stones, with 
Special Reference to Japanese and German 
Conditions (Statistische, klinische und chemische 
Studien zur Atiologie der Gallensteine, mit besonderer 
Beriicksichtigung der japanischen und deutschen Ver- 
haltnisse). Arch. f. klin. Chir., 1913, ci, 54. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


From the post-mortem material of the three large 
state universities of Japan the author has compiled 
the gall-stone findings in over 8000 sections. He 
reaches the conclusion that cholelithiasis is found in 
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3.05 per cent of the cases, less than one-half com- 
pared with statistics from Germany. The frequency 
of the affection in women as compared with men was 
as 3:2. Miyake believes that the German women 
are more predisposed to this trouble than the 
Japanese women because they wear corsets. He 
regards pregnancy as of minor etiological impor- 
tance. In the Japanese, pigment stones are found 
most often, cholesterin stones more rarely. In- 
testinal parasites are a frequent cause of gail-stone 
disease in Japan. The rarity of cholesterin stones 
is a result of the national diet. In his investigation 
Miyake found colon bacilli or other bacilli mingled 
with the bile. These reached the gall-bladder prob- 
ably by ascending infection from the intestine, or, 
much more rarely, by descending from the liver. 
An absence of hydrochloric acid in long-continued 
gall-stone disease was also noted quite frequently. 
NORDMANN. 


Frouin, A.: A New Technique for Establishing a 
Permanent Pancreatic Fistula; Presentation 
of Animals and Specimens (Nouvelle technique 
de la fistule pancréatique permanente; présentation 
d’animaux et de piéces). Compt. rend. Soc. de Biol., 
1913, Ixxiv, 1283. By Journal de Chirurgie 

The method most often used to establish a per- 
manent pancreatic fistula is Pawlow’s method which 
consists in transplanting to the skin the intestinal 
orifice of the duct of Wirsung after having made an 
incision in the duodenal wall which is later closed by 
sutures. According to Frouin, this method is open 
to criticism. The secretion of the flap of duodenum 
renders the pancreatic juice impure. Further, the 
pancreatic juice irritates the skin around the fistula 
and causes it to become bloody. Asa result of this 
irritation the insertion of a funnel to collect the 
pancreatic juice causes pain which in turn sets up an 
inhibition of the pancreatic secretion. Moreover, 
the contractions of the abdominal wall compress the 
duct of Wirsung and interfere with its functioning. 

The method used by Frouin overcomes most of 
these difficulties. 

First he makes an incision 10 cm. long in the 
abdominal wall slightly to the right of the median 
line. Next he frees the duodenum and cuts the 
duct of Wirsung where it opens into the intestine. 
He then draws the duodenum up into the wound, and 
sutures it into the incision in the muscle, making a 
tampon. Astab wound is made in the skin above the 
duct of Wirsung; i. e., about 2 cm. from the incision. 
Often it is helpful in passing the duct to make also a 
transverse incision of 1 to 2 cm. in the muscles of the 
wall. The canal is placed in the groove and sutured 
to the skin. 

In spite of the fact that there is some chance of 
duodenal occlusion and slow contraction of the 
orifice of the duct of Wirsung, this method keeps any 
spontaneous or reflex muscular contractions from 
exerting an effect upon the patency of the duct. 

PIERRE CRUET. 
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SURGERY OF THE EXTREMITIES 


DISEASES OF BONES, JOINTS, MUSCLES, ETC. 
GENERAL CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Mintz, W. M.: The Osgood-Schlatter Disease 
(Uber die Osgood-Schlattersche Krankheit). Ver- 
handl. d. Russ. chir. Kong., 1913, xii, 201. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Mintz discusses the nature of the localized bone 
disease that occurs in the tuberositas ossi tibiz. 
This condition is found usually in young males of 
from 12 to 17 years of age, and it is the right tibia 
that is most frequently involved. The author dis- 
agrees with the theory of Schlatter that it is due toa 
tearing off of the tuberosity, for the callus, which 
according to that theory would form at the site of 
the porous bony bridge, in reality is much lower and 
just at the end of the tuberosity. The author 
doubts that this connecting bridge of the upper and 
lower ossification center is a locus minoris resist- 
enti as it lies in a thick layer of cartilage and is 
protected against fracture. The true nature of the 
disease can be determined by operative procedure 
and subsequent microscopical examination. Mintz 
operated in two of his four cases. 

Neither of these cases had ever had any trauma. 
The first was that of a young man 16 years of age. 
At the operation a wedge-shaped excision of the 
diseased focus was made. Complete cure resulted. 
On macroscopical examination of the diseased part, 
a marked hyperemia was noted. Microscopical 
examination showed new formation of bone, rare- 
fication, and osteoclasis. The second case was that 
of a boy 15 years of age. For two years the patient 
had had a painful swelling over the site of the tuber- 
osity of the tibia. He walked with difficulty. 
Excision was performed. The excised part con- 
sisted of cartilaginous and bony tissue and osteoid 
masses. 

All four observations, according to Mintz, dis- 
prove Schlatter’s fracture theory. Radiographical 
and microscopical examinations revealed both 
progressive and retrogressive bone changes. This 
atypical bone formation is induced by some un- 
known cause. With the cessation of the growth 
of the bone the disease stops. Similar pro- 
cesses occur also in other epiphyses, especially 
in the epiphysis of the fifth metatarsal bone (Iselin), 
in the olecranon, and in epiphyses to which tendons 
are attached. HEssE. 


Marie, P., and Leri, A.: Paget’s Bone Disease 
(Die Pagetsche Knochenkrankheit). Handb. f. Neu- 
rol., 1913, iv, 471. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Paget’s bone disease is relatively rare, only about 
100 cases of it having been described to date. It is 


a chronic, progressive, and systematic osteopathy 
which 


may affect the entire skeleton. Usually, 


however, it is confined to certain flat bones and the 
diaphysis of certain long bones in which it produces 
hypertrophy and deformation. After a_ short 
historical sketch and a few hints as to the etiology, 
the authors discuss the symptoms. Pain may be 
entirely absent, but if it does occur it is noted at the 
beginning of the disease and gradually decreases at 
the height of it. Usually the tibia is affected most. 
The Paget skull is the shape of a triangle with the 
base upward. The forehead and parietal bones 
protrude as in the hydrocephalic head. The base 
is particularly deformed, being at times almost a 
true convexobasis. The authors describe in detail 
also the condition of the other parts of the skeleton. 
The X-ray examination shows a complete change in 
the trabecular structure, a “‘cotton”’-like appear- 
ance of the diaphysis and the epiphyses. In the 
discussion of the differential diagnosis especial men- 
tion is made of Marie’s pseudo-Paget’s disease or 
senile osteoporosis in which there is no hypertrophy 
of the bones. In Paget’s disease the bones are 
thick, their volume often being double the normal. 
They break easily, however, as they are exceedingly 
porous. According to the findings of microscopical 
examination rarification in general predominates 
over condensation. 

The author’s conclusions in regard to the patho- 
genesis of Paget’s disease are as follows: ‘All of 
the theories promulgated by different observers may 
be true in part. Paget’s bone disease, hypertrophic 
bony sclerosis, may be the result of nutritional 
disturbances referable to arterial lesions. These 
arterial lesions themselves may be of different 
origins. Generally they are due to calcification of 
the arteries; sometimes to syphilitic arteritis, and 
sometimes to an arteritis caused by hyperacidity 
of the blood resulting from an accumulation of 
mineral acids or the incomplete neutralization of 
decomposition products. More frequently they 
may be traumatic arterial lesions or those caused 
by inflammatory, traumatic, or degenerative proc- 
esses in the trophic or vasomotor nerves.’ The 
treatment, according to the authors, should consist 
primarily in symptomatic and palliative measures. 

HEssE. 


Ely, L. W.: Diseases of Joints and Bone Marrow. 
Am. J. Surg., 1913, XXvii, 240. 
By Surg., Gynec. & Obst. 
Joint diseases are divisible into two main classes: 
(1) proliferation of synovia and marrow, with re- 
sulting atrophy of cartilage and bone; and (2) 
inflammation of synovia and marrow with resulting 
hypertrophy of cartilage and bone. All joint dis- 
eases are probably infectious. Type I includes 
tuberculosis, chronic gonorrhoeal and syphilitic ar- 
thritis, and rheumatoid arthritis, also called atrophic 
arthritis, proliferative arthritis, and metabolic 
osteo-arthritis. 
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Joint tuberculosis. ‘Too much reliance must not 
be placed on experimental work. Injection of a 
tubercle bacillus culture into a joint cavity causes a 
reversed pathological course. Tuberculosis attacks 
the epiphysis and not the shaft because of its marked 
affinity for lymphoid tissue. 

The tuberculous process is limited by the cartilage, 
the periosteum, and the shaft. If it goes beyond the 
cartilage it does so by extending around it or pene- 
trating through it after having caused degeneration 
of that tissue by cutting off its nutrition. When 
the synovia is infected the original tubercle is found 
in its lymphoid tissue. Apparent enlargement at 
the joint is due to atrophy of the muscle. 

The symptoms include pain, stiffness, swelling, 
limitation of motion, change in attitude, deformity, 
disturbance of function, local rise in temperature, 
bone involvement, muscular spasm, and muscular 
atrophy. Purely synovial cases are distinctly mild 
and may elude diagnosis. Abscesses are very fre- 
quently formed. 

Complications: Phthisis, adenitis, meningitis in 
children, and amyloid degeneration after prolonged 
suppuration. 

The prognosis for life is good for 
Functional results vary with age. 
in an adult tuberculous joint is an iridescent dream.’ 
Children may recover with good function. 

Diagnosis. Tuberculosis may be differentiated 
from other diseases in Type I by its slow, steady 
course and uniarticular nature; from those of Type 
II, by the presence of active inflammation and 
absence of exostoses. 

Local treatment: (1) deprive the joint of func- 
tion; (2) avoid secondary infection. In general, 
conservative treatment in children, radical treat- 
ment in the adult. Conservative treatment should 
prevent deformity and deprive the joint of function. 
It is essential that treatment by apparatus be con- 
tinued without interruption. 

Tuberculin treatment is not of value. Bier’s 
hyperemic treatment is “worth a trial.” Injection 
of substances into the joint may be harmful. 

Radical treatment consists in the destruction of 
function. Finger and toe joints should be treated by 
amputation. In the spine, where resection is im- 
practicable, an Albee bone splint should be applied. 

Chronic gonorrhoeal arthritis. The absence of 
bony outgrowths (usually), the appearance in the 
R6éntgen plate of the joint itself, and the history 
place this disease in Type I. Treatment: Set the 
genito-urinary tract in order; mobilize the joint, 
under anesthetic if necessary. 

Joint syphilis. There are two forms of joint 
syphilis, one of which corresponds to the synovial 
form of tuberculosis and the other to the osseous 
type. Another form, more frequent, is a prolifera- 
tive inflammation of the marrow and periosteum of 
the bone end. Mobilization is useless. Mercury 
has been our ‘‘sheet anchor.”’ Some cases yield to 
one or two doses of salvarsan after a course of mer- 
cury. 


children. 
‘* Painless motion 


’ 
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The etiology of other diseases of Type I is uncer- 
tain. It would be wise to study the bone marrow, 
the active tissue, in seeking the cause of affection of 
the passive tissue. W. A. CLARK. 


Bankart, A. S. B.: The Pathology and Treat- 
ment of Hallux Valgus. Med. Press & Circ., 
1913, XCVi, 33. By Surg., Gynec. & Obst. 

The part played by shoes in the etiology of hallux 
valgus has been exaggerated. In the majority of 
cases the deformity is due to flat-foot, and results 
from tension on the tendons of the great toe caused 
by the elongation of the skeleton of the foot. The 
deviation is outward because of the predominance of 
muscle attachments on the outer side of the toe. 

Treatment: The entire head of the metatarsal 
bone should not be resected, as such resection de- 
stroys the anterior support of the arch. Instead, the 
tendons of the extensor and flexor longus hallucis 
should be divided, the prominent part of the bone 
chiseled away, the toe forcibly abducted, and the 
capsule sewed back to the head of the metatarsal 
bone. Treatment for the accompanying flat-foot 
must also be carried out. W. A. Crark. 


Schwarz, A.: The Etiology of the Bursitides (Zur 
Atiologie der Bursitiden). Wien. med. Wehnschr., 1913, 
Ixiii, 1854. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Inflammation of the burse at different joints is 
not due to traumatism alone. Infections and 
nutritional disturbances due to diseases of metab- 
olism also are primary or secondary causes of the 
pathological changes. After an attack of angina 
or tonsillitis the burs of the different joints are 
frequently painful to pressure. This condition 
gradually improves with the improvement in the 

primary disease. Micro-organisms may enter a 

bursa with the blood stream and remain there latent 

even after the acute infection has ceased, and these, 
after a second infection or trauma, may lead to 
atrophy or shriveling of the bursa. A _predisposi- 
tion to rheumatism or gout, gonorrhoea, lues, etc., 
may also be the cause of the disease. Accurate 
knowledge of the etiological factors as well as of the 
anatomical location of the individual burs is im- 
portant, for if the affection is recognized early, errors 
in treatment will be avoided and stiffening of the 
joints prevented. Local applications of mud, or 
better, hot air treatment, energetic massage, and 
early mechanotherapy usually render good results. 
DE AHNA. 


Fenwick, W. S.: The Conservative Treatment of 
Tuberculosis of Joints. Brit. M.J., 1913, ii, 100. 

By Surg., Gynec. & Obst. 

Fenwick admits the advisability of radical opera- 
tion in certain adults. Considering some of the 
dangers of the radical operative procedures in chil- 
dren, he believes that there is the danger of general 
tuberculosis and tuberculous meningitis. He quotes 
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the statistics of H. J. Stiles to emphasize this, and 
says that while radical operations may be usually 
performed in the more severe cases, he still feels that 
even better results would be obtained by the con- 
servative treatment in children in the same class of 
cases. ‘The radical operation is objected to also be- 
cause it causes considerable shortening. Under 
treatment, Fenwick advises the use of cod-liver oil 
and phosphorus and proper feeding, which is very 
essential in the class of cases at Queen’s Hospital, for 
the children are drawn from the crowded districts of 
London. The ordinary methods are employed to 
reduce deformity, and fixation is established by 
splints. Periodic examinations by X-ray are insist- 
edupon. Bier’s hyperemia is employed asa routine. 
Iodoform injections are used on the more resistant 
cases. Abscesses are tapped and injected with 
iodoform emulsion. Cases resisting this line of 
treatment are operated on and arthrectomy or era- 
sion is the choice. The author states that he has 
never amputated in children. He is a strong advo- 
cate of the use of tuberculin and advises its use 
preparatory to operating on any case of tuberculosis. 
He administers tuberculin either hypodermically or 
by mouth. M. S. HENDERSON. 


Ehrlich, H., and Maresch, M.: Gangrene of the 
Extremities and Its Treatment (Uber Gangriin 
der Extremititen und ihre Behandlung). Wien. 
klin. Wehnschr., 1913, Xxvi, 1058. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


During the last twelve years eighty-one cases of 
gangrene of the extremities were treated at von 
Eiselsberg’s clinic. Of these, one was caused by 
electric current, two by embolism, two by freezing, 
three by ligature of the popliteal artery, forty-four 
by arteriosclerosis, and twenty-nine by diabetes. 
The conclusions drawn from this material are as 
follows: Unless septic processes necessitate earlier 
operative procedure, the treatment in all forms of 
gangrene which are not caused by diffuse or pro- 
gressive diseases of the arterial system should be 
expectant until there is a demarcation such as in 
cases of injuries, burns, freezing, etc., in the juvenile. 
In arteriosclerosis, if the general conditions be 
favorable, the phalanges should be allowed to 
separate spontaneously. Exarticulations in the 
area of the foot are not warranted because they offer 
but small chance for a permanent cure. In cases 
where there is an insufficient demarcation, a pro- 
gressive process, infection complications, or un- 
bearable pains, only amputation can be considered. 
In senile gangrene the operation should be per- 
formed at the thigh. In presenile gangrene good 
results may be obtained by amputating the lower 
leg, provided that the extension of the process offers 
no contra-indication, the pulse is distinctly palpable 
at least in the poplitea, and the amputated stump 
bleeds freely during the operation. The only 
operation on the lower extremities of diabetic 
patients that is warranted is amputation of the 
femur. REN. 
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FRACTURES AND DISLOCATIONS 


Binney: Report of Eighteen Cases of Separation 
of the Lower Femoral Epiphysis at the Bos- 
ton City Hospital. Boston M. & S. J., 1913, 
clxix, 49. By Surg., Gynec. & Obst. 

The author first takes up briefly the history of the 
treatment of separation of the femoral epiphysis, 
contrasting the former mortality and poor results 
with the present day favorable outcome. 

The etiology as quoted from Scudder, Stimpson, 
and Cotton is hyperextension. The pathology varies 
with the nature of the injury, Scudder stating that 
it is compound in 50 per cent. The lesion may be a 
simple loosening of the epiphysis with slight dis- 
placement, and there may be great shifting of the 
fragments forward and upward in front of the lower 
end of the shaft, with extensive tearing of the 
periosteum. The popliteal vessels and nerves may 
be tightly drawn over the end of the diaphysis like 
the strings over the bridge of a violin, causing 
gangrene from arterial thrombosis. The nerve 
injury is usually to the external popliteal, a number 
of cases being followed by some degree of toe-drop. 
As a rule, the edge of the diaphysis presents in the 
wound. 

The author next discusses the mechanical factors 
affecting displacement, depending upon the attach- 
ment of the gastrocnemius quadriceps and popliteus 
muscles. 

Symptoms and diagnosis: Any case of injury to 
the knee in a patient below twenty years of age is 
suggestive of epiphyseal separation. The classical 
factors of these lesionsare marked prominence in the 
region of the patella, with a transverse depression 
across the thigh just above the patella and the 
bony prominence in the popliteal space. Mobility 
just above the knee-joint and a soft crepitus, if 
present, are suggestive. Pulsation in the vessels of 
the leg may be wanting with the accompanying 
pallor and swelling of the extremity. With any con- 
siderable amount of displacement there will be short- 
ening of the limb. 

The diagnosis from dislocations of the knee is 
usually easy. In fractures of the lower end of the 
femur, the bony crepitus and character of the 
deformity should give evidence by which the 
differentiation can be made. In many cases, how- 
ever, the X-ray is the only method by which diagnosis 
can be made. 

The author next lays great stress on the X-ray 
examination both before and after reduction because 
of the marked tendency of the lower fragments to 
assume a malposition. 

The danger of some degree of arrest in growth of 
bone must always be considered. The introduction 
of a foreign body, such as a nail, screw, or wire, seems 
to increase the danger of disturbance of growth. 
Immediate reduction and placing of the divided 
cartilage in position favorable for growth is of great 
importance. Also immediate treatment is indicated 
to relieve pressure on the nerves and vessels. 
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In simple separation without extensive detach- 
ment of the soft parts, fixation in the extended or 
slightly flexed position is sufficient. In the majority 
of cases an anesthetic is necessary. An X-ray 
examination must be made to insure the maintenance 
of the correct position. Fixation in acute flexion 
sometimes helps when other methods fail. When the 
reduction can not beaccomplished by these methods, 
immediate operation should be done. With evidence 
of injury to the vessels, acute flexion should not be 
employed, on account of the obstruction to the cir- 
culation. 

Compound fractures are treated by thoroughly 
cleansing the wound; the displacement having 
been reduced, fixation of the fragment must be 
secured. Excision of the joint is probably never 
necessary when easy reduction is obtained. 

Conclusions: 1. Owing to danger of subsequent 
interference with growth, absolute reduction and 
fixation at the earliest moment is of great im- 
portance. 

2. Early and repeated X-rays are necessary to 
control the completeness and permanency of the 
reduction. 

3. In simple cases where immobilization in flexion 
fails to hold the fragment in correct position from 
the start, open reduction with the use of a small nail 
or bone-plate is indicated. 

4. In compound separation the same means of 
positive fixation is to be recommended. 

5. The foreign body should be removed soon after 
union has begun in order to avoid interference with 
growth. This should be done not later than the 
third week. FreDerick G. Dyas. 


Jones, R., and Smith, S. A.: Rupture of the 
Crucial Ligaments of the Knee and Fractures 
of the Spine of the Tibia. Brit. J. Surg., 1913, i, 
70. By Surg., Gynec. & Obst. 

The X-ray has shown that fracture of the spine 
of the tibia, often associated with rupture of one or 
the other of the crucial ligaments, is much more 
common than is generally supposed. 

An investigation by the authors has shown that 
rupture of one or of both of the crucial ligaments 
occurs frequently in dislocation of the knee joint. 

The authors quote Hogarth Pringle’s paper, pub- 
lished in 1907, as the first article to treat of rupture 
of the crucial ligaments with avulsion of the spine of 
the tibia. They then describe the anatomy of the 
articular surface of the knee joint in detail, em- 
phasizing the following facts: 

(1) That the anterior crucial ligament is tense 
when the knee is fully extended, and prevents the 
tibia from being displaced towards the femur. 

(2) That the posterior crucial ligament is tense in 
complete flexion, and prevents the tibia from being 
displaced backwards on the femur. 

(3) That both ligaments check inward rotation of 
the tibia. 

Hence if after an injury to the knee, the tibia can 
be displaced backwards and forwards or rotated 
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inwards in the extended position, injury of one or both 
crucial ligaments may be diagnosed. The most con- 
stant sign of fracture of the spine of the tibia is an 
obstruction to full extension. Freperick G. Dyas. 


SURGERY OF THE BONES, JOINTS, ETC. 


Gask, G. E.: Autoplastic Graft of Fibula into 
Humerus after Resection for Chondro- 
Sarcoma, with Observations on Bone-graft- 
ing. Brit. J. Surg., 1913, i, 49. 

By Surg., Gynec. & Obst. 

The author first gives briefly a review of the vari- 
ous methods of grafting bone and other tissues that 
have been in use during the last twenty-five years. 
He then reports a case of tumor of the humerus, 
which necessitated the removal of a portion of the 
shaft three inches long and the implantation of a 
portion of the fibula from the same patient. ‘The 
union was good and resulted in complete use of the 
arm. Measurements showed that the humerus 
after the operation was three-eighths of an inch 
shorter, and the circumference of the limb, one- 
quarter of an inch less than normal. ‘The loss in the 
fibula was not appreciable. The patient can walk 
as well as ever and is not weak on the operated side. 

Technique: The portion of the humerus affected 
was removed, together with its periosteum, and the 
graft of the fibula was inserted with its periosteum 
intact. No holes were drilled into the graft. All 
muscular and tendinous attachments of the fibula 
were carefully dissected off. The bones were not 
secured in position by any foreign body, such as a 
screw, peg, or plate. 

Conclusions: (1) An autograft of bone under 
favorable conditions (youth of the individual is a 
favorable factor) will live and grow. It will certain- 
ly grow in thickness, though whether it will grow in 
length and at the same pace as the corresponding 
bone of the opposite arm, remains to be proved. 

(2) The periosteum of the graft is of service to the 
bone, both as a limiting membrane and as an active 
factor in the deposition of new bone. 

(3) There is evidence to show that bone will 
grow without its periosteum and that even marrow 
alone will survive and deposit new bone. However, 
until we know more, it is better, when possible, to 
employ bone that is covered with its periosteum. 

(4) Transplantation of the bone from an animal to 
man, and the use of bone from dead bodies, is merely 
in the experimental stage. FREDERICK G. Dyas. 


Klopfer, E.: Free Transplantation of Fat into Bone 
Sinuses (Uber freie Fettransplantation in Knoch- 
enhohlen). Beitr. zs. klin. Chir., 1913, 1xxxiv, 499. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The clinical experience in seven cases was very 

encouraging, and shows that filling the cavity with 

living tissue is superior to any method in use at 

present. The procedure is worthy of recommen- 
dation for aseptic as well as infected cases. REHN. 
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K6nig: Successful Plastic Operation on the El- 
bow-Joint by Means of Implantation of an 
Ivory Prothesis (Erfolgreiche Gelenkplastik am 
Ellbogen durch Implantation einer Elfenbeinpro- 
these). Mtinchen. med. Wchnschr., 1913, |x, 1136. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


On the strength of a successfully treated case of 
ivory transplantation into the elbow-joint, Kénig 
again calls attention to the possibility of utilizing 
ivory in plastic operations on bones, and particularly 
emphasizes the simplicity of the procedure. 

The patient, a healthy girl, had a spindle-cell 
sarcoma of the median condyle cf the humerus. At 
the operation almost the entire distal portion of the 
humerus was removed; only the capitulum and 
humeri remained. Into the resulting defect an ex- 
act ivory substitute previously prepared was inSerted 
and held by two ivory pegs. A few weeks later a 
plastic operation on the muscles became necessary. 
The end result was good. The patient has had no 
recurrence in over a year; has a joint movable over 
more than one-half of a right angle, and firm in 
every respect. Extension is possible to 135°, flexion 
to 85°, and rotation is complete. Von TApperner. 


Von Saar, G. F., and Schwamberger, R.: The 
Ulnar Longitudinal Incision for Operations 
in the Region of the Volar Surface of the 
Wrist Joint and of the Hollow of the Hand 
(Der ulnare Liangsschnitt, eine Schnittfiihrung fiir 
Operationen im Bereich der Volarfliche des Hand- 
gelenks und der Hohlhand). Zentralbl. f. Chir., 1913, 
xl, 993. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In order to avoid unnecessary secondary injuries 
and to permit a good exposure of the operative field, 
the authors have designed an incision in the region 
of the volar surface of the wrist joint, which they 
illustrate with drawings. The incision is made in 
the middle of the space between the flexor carpi 
ulnaris and the palmaris longus in such a direction 
that it will strike the narrowest point of the anterior 
annular ligament. Harr. 


Osgood: The End Results of Excision of the Knee 
for Tuberculosis with and without the Use of 
Bone Plates. Boston M.& S.J., 1913, clxix, 123. 

By Surg., Gynec. & Obst. 

The author first discusses the various methods of 
excision of the knee joint with their modifications, 
and outlines the method which he advocates as 
follows: A two- to four-day preparation is given to 
the knee joint which has preferably been previously 
fixed in plaster for at least one month. The field is 
prepared by a benzine-iodine skin preparation and 
an Esmarch bandage is applied. A U-shaped 
incision is made extending from the inner femoral 
condyle downward across the patellar tendon, an 
inch above the tubercle, and upward to above the 
outer femoral condyle. Before the skin is cut 
through, three tiny scratches are made, one at the 
lower limit of the incision and one on either side, to 
facilitate accurate skin reposition. The incision is 


then carried down to the bone, dividing the patellar 
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tendon. The edges of the wound are swabbed with 
tincture of iodine. The proximal end of the patellar 
tendon is seized with double hooks, and the flap, 
containing skin, fat, patella, diseased tissue and up- 
per cul-de-sac is quickly dissected back, the knee 
being gently flexed. Much of the tuberculous 
tissue is removed as the lower end of the femur and 
upper end of the tibia are isolated. A quick dissec- 
tion of the upper cul-de-sac is made. 

Estimating the desired angle of fixation, the lower 
end of the femur is sawed off with a flat saw just 
above the diseased tissue. The upper end of the 
tibia is next sawed off and a quick dissection of the 
tissue in the posterior capsule is made. The patella 
is removed, or its under surface sawed off. 

It has been the custom for the last four years, in 
the absence of a sinus or of a mixed infection, to fix 
the ends of the bone by means of malleable iron 
plates, or aluminum wire clamps, one on either side 
and one in the middle. The patellar tendon is then 
sutured, the skin flap is replaced, and the leg put up 
in plaster of Paris. 

Fourteen simple excisions had a second operation 
for re-excision. These cases were secondarily in- 
fected. Four had sinuses before the operation, and 
nine after. Pain persisted several months after the 
operation in five cases. Eventual union occurred in 
six. The time of union was two months or less in 
two, three months or more in eleven; there is no 
record of eventual union in five. 

Comparing these cases with those in which 
plates or clamps were used, none came to operation 
for re-excision. One amputation was done outside 
the hospital. Two had sinuses before operation, and 
five after. Pain persisted several months only in the 
amputated case. Eventual union occurred in thir- 
teen. The time of apparent firm union was one 
month or less in six cases, two months or less in four, 
three months or more in three. 

Conclusion: Comparative statistics of this small 
series seem to show that the holding of the nicely 
approximated bone ends firmly together has definite 
advantages. Post-operative pain is less; early union 
is favored; the only untoward effect is the occasional 
removal of the plate. A table of statistics is ap- 
pended. FrepErick G. Dyas. 


Schepelmann, E.: Free Transplantation of Peri- 
osteum (Freie Periosverflanzung). Arch. f. klin. 
Chir., 1913, Ci, 499. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In a series of earlier experiments the author 
attempted by transplantation to repair a defect of 
the trachea with periosteum wound around a piece 
of glass tubing. Recently he has investigated the 
conditions which determine whether transplanted 
periosteum will form new bone. He agrees with 
other investigators that under favorable conditions 
it is possible in all tissues to obtain periosteal bone 
formation in transplanted periosteum. Success is 
assured more often, however, when the tissues into 
which the transplant is placed are very vascular and 

















parenchymatous. The results are so uncertain, 
however, that it is doubtful whether the procedure 
will ever be of much practical value. The conditions 
which determine success to a considerable extent 
are: autoplasty in preference to homoplasty, the age 
of the patient, the vascularity of the area into 
which the periosteum has been transplanted, the 
integrity of the cells, the permanent union between 
the underlying layers and the periosteal membrane, 
and the immediate transplantation of the perios- 
teum, after its removal, into its new bed. The in- 
fluence of functional stimulus on the formation of 
bone in periosteal transplants has yet to be deter- 
mined by further investigations. HELLER. 


Petraschewska: A Case of Free Transplantation 
of Half a Joint (Kin Fall von freier Transplanta- 
tion eines halben Gelenks). Verhandl. d. wiss. Ver. 
d. Arste d. stédt. Obuchow-Krankenh, St. Petersb., 
1913, XX], 4I. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author removed the entire fifth metacarpal 
bone for sarcoma. He replaced the bone with the 
fifth metatarsal bone, which was sawed off at its 
base. The joint end (distal end) was placed into 
the first phalangeal joint and the sawed end was 
placed against the os hamatum. Primary union 
resulted. The function of the newly formed joint 
is identical with the sound joint on the other hand. 

The defect in the foot caused no disturbance. 

O. VON SCHILLING. 


ORTHOPEDICS IN GENERAL 


Young, J. K.: Practical Progress in Orthopedic 
Surgery. Del. St. M. J., 1913, iv, 1. 
By Surg., Gynec. & Obst. 

The scope of orthopedic surgery includes de- 
formities dependent upon (1) lesions of the bone; 
(2) lesions of the cerebro-spinal system; (3) im- 
paired nutrition; (4) disturbances of development; 
and (5) traumatism. 

Arthritis deformans. Formerly called “‘rheuma- 
tic gout.”” From 50 to 80 per cent of the cases are 
females. The etiology includes trauma, neurotic 
conditions, pathogenic bacteria, and toxemias. 
Still’s disease in children is similar but includes more 
constitutional symptoms. 

Serum therapy. The most suitable cases for 
bacteria treatment are those showing symptoms of 
toxic absorption but no true septicemia. 

Psoas abscess. Early operation is advised for 
mixed infection. The incision is made two and 
one-half inches from the spinous process, midway be- 
tween the last rib and the crest of the ilium. 

Lateral curvature. The most recent and promi- 
nent advance in the treatment of lateral curvature is 
the Abbott method of correction which consists in 
placing the patient in a specially constructed frame, 
and, by means of canvas bands, twisting him into 
corrected position. A heavy plaster cast is then 
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applied and padding is used to force the body to the 
concave side. The treatment covers a period of 
from six to twelve weeks. 

Infantile spinal palsy. The greatest advance is 
in tendon transplantation. Most orthopedic sur- 
geons prefer periosteal implantation. 

Sacro-iliac displacement. Goldthwaite’s work 
has revealed frequent ankylosis between the last 
lumbar vertebra and the sacro-iliac articulation. 
The displacement may be of the traumatic or of the 
static variety. 

The static variety is composed largely of the 
neurotic and the uterine types. The symptomat- 
ology includes pain, limitation of motion, abnormal 
mobility, and changes in attitude. 

Cerebral palsy. Tendon lengthening and trans- 
plantation are of great value, but mental training is 
also of much importance. 

Torticollis. The best age for operation is between 
six and twelve. The sterno-cleido-mastoid should 
be divided at the clavicle and the head fixed in an 
over-corrected position for three weeks. 

W. A. CLARK. 


Washburne, C. L.: A Study of Congenital Dis- 
location of the Hip with Report of Six Cases. 
Physician & Surg., 1913, Xxxv, 300. 

By Surg., Gynec. & Obst. 
Congenital dislocation of the hip was recognized 
by Hippocrates. Pravacz in 1838 was able to reduce 
the deformity but could not fixate to prevent re- 
currence. Lorenz in 1902 popularized the bloodless 
method. Etiological theories: (1) anomaly in de 
velopment, (2) intra-uterine pressure. The latter is 
the more attractive theory. The position of flexion- 
adduction assumed by the foetal legs is the position 
in which the minimum areas of joint surfaces are in 
contact and which, if prolonged and under pressure, 
is most favorable to a permanent displacement of 
the head out of the acetabulum. The greater fre- 
quency of congenital dislocation of the hip in females 
is probably due to the fact that in the wider pelvis 
the acetabulum is in a more posterior-lateral posi- 
tion. The author reports six cases and concludes 
from his experience that, asa rule, adductor tenotomy 
is bad practice, that the wedge fulcrum is a dangerous 
instrument, that the most favorable time for reduc- 
tion is between the ages of three and ten, and that 
in patients over ten years open operation is advis 
able. W. A. CLARK 


Carr, W. P.: 
J. Surg., 1913, XXVii, 270. 


An Operation for Flat-Foot. Am. 
By Surg., Gynec. & Obst. 

In reporting a case of traumatic flat-foot, cured by 
an unusual operation, Carr says: 

‘Sawing through the os calcis, between the ankle 
joint and the attachment of the tendo achillis, 
slipping the sawn portion of the bone downward 
three fourths of an inch, and nailing it there, is an 
operation not difficult nor dangerous.” 

This relatively simple procedure was carried out 
by Carr on an electrician 37 years of age. The saw- 
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ing was easily accomplished with a modified Wyeth 
saw. The wounds healed promptly, and in six 
weeks the patient was able to walk better than before 
the operation. He has continued to improve. The 


SURGERY OF THE SPINAL COLUMN 


Kleinberg, S.: Abbott Treatment of Rotary 
Lateral Curvature of the Spine and Details 
of the Technique. Surg., Gynec. & Obst., 1913, 
Xvii, 32. By Surg., Gynec. & Obst. 

The Abbott method of treating rotary lateral 
curvature of the spine depends on the theory that 
the spine is influenced in its motions to the greatest 
degree when it is relaxed. It is relaxed in the flexed 
position. Hence the patient is placed for treatment 
in a hammock suspended in a rectangular frame. 
The frame has several bars on each side for the at- 
tachment of “fixing” and “corrective” bands. The 
shoulder and hip girdles are fixed and correction is 
obtained by two bands, made preferably of canvas, 
which go over the chest and are attached on the side 
opposite the deformity in such manner that one 
band pulls sideways and the other backwards, thus 
tending to correct rotation and lateral deviation. 
A plaster of Paris jacket is then applied and four 
windows excised: a very large window over the con- 
cavity behind; one over the sternum; one a little 
outside of the deformity; and one in the axilla on the 
side of the deformity. Thick felt is used for correc- 
tion padding. The pads are inserted through the 
anterior window to correct the rotation, and through 
the two windows on the side of the deformity to cor- 
rect the deviation. They are inserted as often as 
the patient’s tolerance and general condition will 
permit and when the maximum correction in any 
particular jacket has been attained, a new jacket is 
applied. The wearers of the Abbott jacket suffer at 
times a great deal of inconvenience, pain, dyspnoea 
and weakness. Tachycardia, prostration and other 
evidences of shock must be guarded against. 

Perhaps the best method of judging what correc- 
tion has been attained is the use of the X-ray, the 
picture being taken when the patient is outside of the 
plaster jacket. Thirty-one cases were treated in this 
manner. Of these, ten gave it up because of the 
inconvenience and discomfort. Three cases, which 
were high cervico-dorsal deformities, were given up 
because no improvement had been obtained. Of 
the rest, four were over-corrected and the remainder 
improved in varying degrees. 

In conclusion, the author states that the Abbott 
method is severe; many cases can be corrected by it, 
especially the milder ones, but the correction is so 
slow that the treatment must be prolonged. 


McGlannan, A.: Ankylosis of the Spine. J. 
Alumni Ass. Coll. Physicians & Surg., Balt., 1913, 
Xvi, 47. By Surg., Gynec. & Obst. 

There are three varieties of spinal ankylosis. The 
first is due to inflammatory new bone (spondylitis 
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author recommends this procedure in cases of flat- 
foot caused by injury and those which are not im- 
proved by the ordinary methods of treatment. 

Paut P. Swett. 


AND CORD 


deformans). It may be caused by pyogenic bacteria 
or by trauma. The ossification is beaded along the 
ligaments and thicker at the discs than at the 
bodies. The patients are almost always past middle 
life. The second variety is a ‘‘ bony metamorphosis 
of spinal ligaments,” fiber by fiber, with no irregular 
projections (spondylose rhizomelique). The os- 
sification is an adaptive process to supply rigidity 
following a primary softening of the bone. Proof 
of this purposeful change is the fact that the position 
of the ossification is advantageous for resisting the 
strain. This type of spinal ankylosis usually occurs 
in young adults. The third type is a repair process 
such as follows tuberculosis and fractures. 
Treatment: Remove the active or dormant 
source of infection. In cases of spondylose rhi- 
zomelique fix by traction. W. A. Crark. 


Aldrich, H. C.: Bone Transplantation as a Treat- 
ment of Pott’s Disease. J. Am. Inst. Homeop., 
1913, Vi, 28. By Surg., Gynec. & Obst. 

The article is a good review of the Albee method 
of producing bony fixation in tuberculosis of the 
spine. Nothing new is contributed to the subject. 

The author reports one recent case with good result 

and recommends the procedure. G. I. Bauman. 


Castelli, E.: Methods of Localization of Spinal 
Tumors with Reference to Their Medical and 
Surgical Treatment. Med. Rec., 1913, lxxxiv, 1. 

By Surg., Gynec. & Obst. 


The author does not classify tumors according to 
their origin but divides them into (1) extramedul- 
lary and (2) intramedullary tumors. 

Little is known as to the etiology of the extra- 
medullary tumors. There are several varieties of 
these, among which are fibroma, angiosarcoma and 
neurofibrosarcoma. Of the intramedullary, the 
most common varieties are glioma, tubercle, fibro- 
ma, neurofibroma, and fibrosarcoma. 

The pathological conditions in the region of these 
tumors vary greatly according to the class to which 
the tumors belong. In the case of the intramedul- 
lary tumors, the destruction to the tissues of the cord 
is often very marked and the cord structures may 
be greatly displaced and thinned out. In the case 
of the extramedullary tumors, the destructive 
changes are rare and appear only after the lapse of 

rears. 

; The symptoms of these conditions resemble the 
symptoms of compression of the cord. Both 
have a slow evolution but it is usually possible to 
distinguish between those of the extramedullary 
type of tumors and those of the intramedullary type. 
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In cases of extramedullary tumor, pain is a very 
constant symptom and is usually the first to appear. 
The pain is of an aching type, and of remarkable 
localization, usually in the posterior lateral aspect 
of the thorax. It is constant and neuralgic and is 
often increased by effort such as deep breathing or 
sneezing. Accompanying the pain, but usually 
appearing later, are areas of painful hypozsthesia 
and anesthesia. This stage is called the nerve-root 
phase. Later, atrophy of muscles can be noticed, 
weakness in the lower limbs, sometimes in all the 
limbs. follows, and a progressive paraplegia develops. 
The characteristic feature of the paraplegia is, that 
while the paralysis is mild, the contractures are very 
marked. Involuntary movements of defense are 
often caused spontaneously but may be elicited 
by a very slight cutaneous stimulation. They con- 
sist of dorsal flexion of the foot on the leg, flexion of 
the leg on the thigh, and of the thigh on the pelvis. 
Usually the Babinski sign is elicited at the same time. 
It is very important to determine the exact upper 
limit at which this reaction of defense can be elicited 
as it marks the lower limit of the tumor. The cuta- 
neous reflexes are usually abolished at the upper 
level of the tumor and from this level downward. 
Therefore, by determining these two zones, the upper 
limit of the reflex of defense and the upper limit of 
abolishment of the cutaneous reflexes, the lower and 
upper limit of an extramedullary tumor can be de- 
termined. 


SURGERY OF THE 


Biesalski, K.: The Spastic Paralysis of Childhood 
and Its Treatment (Die spastische Lihmung im 
Kindesalter und ihre Behandlung). Deutsche med 
Wehnschr., 1913, XXxix, 699. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

This study presents the present state of our 
knowledge in regard to spastic paralysis. The clinical 
course of the disease is described with special refer- 
ence to the paralysis, the spasms, and the involun- 
tary motion. Considerable importance is attached 
to the paralysis, since recently much more has been 
said of the hypertonus of the contracting muscles 
than about the motor weakness of their antagonists. 

It is decidedly more difficult to treat the latter than 

to weaken the excessive strength of the spastic 

muscles. The spasms are caused principally by 
multiple stimuli which travel from the periphery to 
the center, where, not being controlled by the higher 
regulating centers, they manifest themselves as 
involuntary reflex movements. One of the com- 
plications receiving special mention is the spastic 
dislocation of the hip-joint, which has recently been 
noted in several cases of spastic paralysis. This 
association may throw some light on the mechanism 
of the luxation. 

Exercise is the most important factor in the treat- 
ment as it only can restore co-ordination. Operative 
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In the case of the intramedullary tumor, pain is a 
rare symptom and is late in appearance. Para- 
plegia appears early, evolves rapidly, and is usually 
accompanied by a Brown-Séquard syndrome. The 
paralysis is real, and although there may often be con- 
tractures, they do not predominate over the paraly- 
sis. Sensibility is early affected. The superficial 
sensibility is affected more decidedly on the side 
opposite the paralysis, the deep sensibility on the 
same side as the paralysis (real Brown-Séquard). 
The tendinous reflexes below the compression are 
exaggerated as in the case of extramedullary tumor. 

When the symptoms described above are reviewed, 
it will be seen that there are many differences be- 
tween those of the two kinds of tumor. The 
Wassermann reaction of the spinal fluid may some- 
times be misleading as to the etiology of the condi- 
tion. 

Treatment in the case of extramedullary tumor 
should be surgical, and if the tumor can be reached 
and removed the prognosis is good. In the case of 
intramedullary tumor, the consensus of opinion is 
that there should be no intervention. In rare in- 
stances, however, an operation can be performed in 
two steps as follows: (1) splitting the dura mater 
over the region of the tumor and (2) removal of the 
tumor if it has presented itself in the period interven- 
ing between operations. ‘The prognosis is grave, 
however, and intramedullary tumors are apt to re- 
cur. J. H. SKILEs. 


NERVOUS SYSTEM 


procedures are limited to those that restore proper 
relations between the component parts of a limb and 
those that overcome the existing conditions between 
the single muscle groups by means of tendoplasty 
and the lengthening of the tendons. In very serious 
cases Foérster’s operation of resecting the posterior 
roots gives good results. It decreases the peripheral 
sensitiveness and thereby lessens the motor impulses. 
On the periphery, Spitzy’s neuroplasty and Stéfiel’s 
partial neurectomy may be used. The former seeks 
to raise the motor power of the hypotonic nerve and 
muscle area by anastomosing to them the partially 
resected nerve out of the hypertonic area. The lat- 
ter decreases the motor energy of the hypertonic 
muscles by resecting the single nerve-branches lead- 
ing to the muscles. All operations, however, must 
be followed by careful after-treatment in the way of 
exercises. Good results can be expected only when 
the operative interference is regarded as merely the 
first step toward successful treatment. — Sprrzy. 


Harris: The End Results of Operative Treatment 
in Thirty-Three Cases of Spastic Paralysis. 
Boston M. & S. J., 1913, clxix, 82. 

By Surg., Gynec. & Obst. 
In the five years ending in 1912, there have been 
operated at the Children’s Hospital, Boston, 57 
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patients with spastic paralysis. The investigation 
was limited to 33 that could be traced, and of this 
number 22 were seen at home or in the out-patient 
department. They comprised 12 paraplegias, 5 
hemiplegias, 4 diplegias, and 1 monoplegia. From 
observations of the results of the operative treatment 
the author concludes that excellent results in these 
cases have followed subcutaneous tenotomies, and 
this has an important bearing on the question as to 
whether there is danger of permanent and undesira- 
ble lengthening of the tendo achillis after free divi- 
sion. Such conditions were especially looked for 
in the 22 cases discussed and none were noted. It 
would seem, therefore, that the open operation is 
not at all necessary. 

Children who have not taken a step, have been 
able to walk as a result of simple division or resection 
of the adductors and ham strings, and apparently 
much can be expected from the Tubby procedure of 
transferring the pronator radii teres to work as a 
supinator. 

Considering the results of treating spastic paraly- 
sis by the injection of 80 per cent alcohol into certain 
nerves, it is shown in the cases reported that a return 
of the spastic contractures has not been prevented. 

R. W. FRENCH 


Hohmann, G.: Experiences with the Stéffel Op- 
eration for Spastic Paralyses (Meine Erfahrun- 
gen mit der Stéffelschen Operation bei spastischen 
Lihmungen). Miinchen. med. Wehnschr., 1913, 1x, 
1368. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Hohmann’s results with the Stéffel operation for 
spastic paralyses have been satisfactory. He oper- 
ated twice on the tibial nerve in the popliteal space 
for spastic talipes equinus, once on the tibial nerve 
behind the internal malleolus for talipes cavus, 
twice on the median nerve above the elbow for 
flexed and pronated contracture of the hand, once 
on the median nerve above the wrist joint for flexed 
contracture of the thumb, and twice on the obturator 
nerve for adduction contracture of the hip joint. 
The operations on the median and tibial nerves 
were for cases of cerebral hemiplegia in children, 
and those on the obturator nerve for Little’s disease. 

On some of these tenotomies had been per- 
formed previously, and in others the tendons had 
been stretched or there had been tendon transplanta- 
tion. In all of them improvement had occurred 
after these operations, but recurrences had set in. 
According to Hohmann, the cause of the failures of 
the previous treatments was that they could not 
decisively influence the central process which dis- 
turbed the muscular balance in the injured ex- 
tremity. This can be accomplished only by de- 
creasing the excitability in the muscles with the 
Stéffel operation. After the operation, complete 
healing of the wound must be awaited, and then a 
long-continued re-education therapy adopted. This 
after-treatment is a very essential factor in pre- 
venting recurrences. The Stéffel operation is 
especially adapted to cases of Little’s disease and 
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spastic contractions following apoplexy in adults. 
It is not suitable for cases characterized by marked 
choreic movements, or for hydrocephalus and idiocy. 
On account of its safety it is much to be preferred 
to the Forster operation. CREITE. 


Strébel, H., and Kirschner: Results of Nerve 
Suture (Ergebnisse der Nervennaht). Beitr. z. klin. 
Chir., 1913, Ixxxiii, 475. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


This report of fourteen cases of nerve-suture is 
especially valuable for the exactness of the details. 
It is not restricted to casual observations of the 
operative results, but makes note of the end-results 
on the basis of subsequent careful investigations. 

Thirty-three per cent of the operations were 
entirely successful; three were complete failures. 
In one of the latter cases, however, a defect had to 
be bridged over. Other patients were materially 
benefited, although single muscle groups remained 
permanently paretic. The authors emphasize the 
fact that in cases of injury to the bones that is 
accompanied by paralysis, the nerve involved should 
be sought immediately as at that time the repair 
can be made more easily than later. Sometimes the 
injury to the nerve consists merely of a contusion by 
a fragment of bone, and by freeing the nerve a long- 
continued interruption of its function may be pre- 
vented. In the cases reported it was interesting 
to note that, contrary to our former observations, 
sensation, and especially the tactile sense, did not 
return till motor regeneration had taken place. Re- 
generation takes from six weeks to one year. Repair 
was always effected by means of simple suture. In 
one case the walls of a vein were wrapped about the 
point of suture. 

The authors given a report also of two cases 
of injury to nerve plexus from stab wounds, in each 
of which the plexus was exposed. In one of these 
cases the scar tissue was removed from the nerve 
with partial success; in the other, there was a severe 
intraneural hemorrhage, but the paralytic symp- 
toms disappeared after six months without further 
development. At the end of six years the arm in 
one of these patients had fully regained its norma 
function. SPITzy. 


Katzenstein, M.: Nerve Plexus Grafts (Uber Plex- 
usfropfung). Berl. klin. Wchnschr., 1913, 1, 1165. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In a case of paralysis of the brachial plexus the 
suprascapular nerve of the healthy side was freed 
from its bed, from its origin to the incisura scapule, 
and brought behind the carotid artery and the jugu- 
lar vein, between the oesophagus and the spine, to 
the diseased side. There it was sutured into an 
incision made in the plexus. The patient operated 
upon in this manner was a nine-year-old boy who, 
except for the ability to extend the fingers and flex 
the elbow slightly, suffered from complete paralysis 
of the upper arm. At the end of three months 
after the operation he was able to move the upper 
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arm in all directions, to flex the forearm and to ex- 
tend and supinate it a little, to flex and pronate the 
hand, and to move the fingers in all directions. In 
a case of paralysis of the lumbo-sacral plexus the 
obturator nerve of the healthy side was liberated 
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in its entirety and carried behind the internal and 
external iliac arteries to the diseased side. This oper- 
ation has been performed only once on the human 
being and such a short while ago that nothing can 
be said as yet in regard to the result. WREDE. 


DISEASES AND SURGERY OF THE SKIN, FASCIA, APPENDAGES 


Hendry: Report of an Interesting Bacteriological 
Finding in a Case of Pemphigus. Surg., Gynec. 
& Obst., 1913, xvii, 85. By Surg., Gynec. & Obst. 

Hendry reports the findings of a hitherto un- 
described, anaérobic, slightly motile bacillus, 
isolated from the blebs of a case of pemphigus. 
The method of procedure was as follows: The surface 
of the bleb was seared and the fluid aspirated. The 
usual skin-contaminating organisms were found in 
aérobic culture; but cultures grown on human muscle 
anaérobically showed in from one to three weeks 
small white colonies. On microscopical examina- 
tions these colonies were made up of a very small, 
short, slightly motile bacillus in pure culture. No 
growth could be obtained by transfer to ordinary 
media, either aérobically or anaérobically, though 
transfers to new bits of human muscle were always 
successful. 

A vaccine from the organism was prepared and 
given in increasing doses, the patient showing some 
improvement during the administration. The 
author does not feel that this is a proof of the cura- 
tive value of the vaccinations, but suggests that it 
warrants more extensive investigation along these 
lines. 


Loeb, L., and Sweek, W.O.: Histogenesis of Mul- 
tiple Carcinoma of the Skin. J. Med. Research, 
1913, XXVill, 235. By Surg., Gynec. & Obst. 

Loeb and Sweek observed the changes that oc- 
curred in pieces of tumor that were removed from a 
patient affected with multiple carcinoma. The pa- 
tient was a young man 33 years of age. The tumor, 
a growth of 12 years’ standing, was located on the 
right side of the chin under the lower lip. About 3 
years previous to the removal of the growth the 
patient was given Réntgen-ray treatment. At the 
time of its removal the tumor had involved the en- 
tire side of the face, part of the nose, the skin in the 
angle of the eye, and some superficial parts of the 
lower lip, so that in reality there were a number of 
definite and distinct lesions. The authors sum- 
marize their conclusions as follows: 

The formation of multiple carcinoma of the skin 
depends on a primary increase in activity of certain 
parts of the epidermis. In this we have to deal 
with an affection of the epithelial cells which is 
independent of proliferative changes or of collections 
of round cells in the connective tissue, and of attrac- 
tive influences of the blood vessels. In our case the 
proliferating energy of the epithelium which led to 
the formation of the multiple carcinoma was rela- 


tively small. The infiltrating power of the proliferat- 
ing epithelium was equally slight. In consequence 
of slight infiltrating power we may have an out- 
growth of epithelium into the air instead of a down- 
growth into the underlying cutis. In a certain 
relationship to deficiency in proliferating and infil- 
trating power stands perhaps the inability of the 
proliferating epithelium to undergo the normal 
metamorphosis of the surface epithelium into kera- 
tohyalin and keratin. GeorcE E. BEtrsy. 


Joffe, M.: Free Fascial Transplantation; Ex- 
perimental Investigations (Zur Frage der freien 
Fascientransplantation; Experimentelle Untersuch- 
ungen). Chir. Arch. Veliaminova, 1913, xxix, 406. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author carried out a series of experiments in 
free fascial transplantation, using the fascia of the 
tractus ileo-tibialis or that of the anterior sheath of 
the rectus. The transplantations were performed 
on the stomach, the colon, the urinary bladder. and 
the liver of cats. Thirteen of them were made on 
the stomach. Defects were first made in the wall of 
the stomach and then the mucosa alone was sutured. 

Next, the defects in the serosa and muscularis were 

closed with fascia. In one case the mucosa was not 

sutured before the fascia was transplanted. In 
this instance fascial necrosis and peritonitis resulted. 

In all of the other cases (the time of observation was 

73 days) the results were good. At the end of 7 to 

8 days there was complete union of the fascia 

with the stomach wall. The fascia was alive 

and new blood vessels had formed in it. The 
mucosa and submucosa had regenerated. The defect 

in the muscle remained. The fascia resembled a 

tendon. The nutrition of the fascia was derived 

from the walls of the stomach. In many cases 
adhesions had formed between the fascia and the 
omentum and a part of the new blood vessel forma- 
tion was derived from the omental vessels. Ad- 
hesions to the omentum could be prevented only by 
resection of the omentum. The same results were 
obtained by the author in transplanting fascia into 
the bladder and colon. At the end of 62 days the 
urinary bladder had a perfectly normal appearance. 

When the mucous membrane defects had not been 

sutured, gangrene of the transplant and peritonitis 

always resulted. The experiments on the liver for 
the purpose of checking hemorrhage also gave 
good results. 

On the basis of his work the author comes to the 
conclusion that fascia can be transplanted with 
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good results into the peritoneal cavity, especially 
for the purpose of reinforcing doubtful suture lines. 
As the fascia does not contract, stenoses do not 
result at the site of the transplantation. On the 
inner side of the fascial transplant new epithelium is 
formed in about 50 days, and the secretory function 
of the stomach therefore does not suffer. 

To these experiments the author adds a descrip- 
tion of a case of fecal fistula following appendicitis, 
from the Manteuffel clinic. In this instance when 
the mucous membrane was sutured a piece of 
fascia from the anterior rectus sheath was sutured 
over it to reinforce it. With the exception of partial 
fascial necrosis complete recovery resulted. Hesse. 


Kornew, P.: The Free Transplantation of Fascia 
(Uber die freie Fascientransplantation) Beitr. z. 
klin. Chir., 1913, Ixxxv, 144. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Kornew gives an exhaustive review of the abun- 
dant experimental and clinical material concerning 
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His own material is 
divided into a clinical and an experimental part. 
His numerous experiments confirm and_ supple- 


free fascia transplantation. 


ment previous work. A new feature is the success- 
ful closing of defects in the chest wall by transplanta- 
tion of fascia. Eighteen cases are reported. The 
procedure was used in twelve cases to strengthen the 
muscle sutures in operations for inguinal hernia, and 
once each to close the internal ring in crural hernia, 
to close a defect in hernia pulmonalis, to repair a 
defect in the pleura in a penetrating wound of the 
chest, for a plastic operation on the sphincter in 
place of Thiersch’s metal ring in a case of prolapse 
of the anus, to fix the testicle in a case of retention of 
the testicle, and to mobilize an ankylosed mandib- 
ular joint. In all except one case there was union 
of the transplanted fascia and the clinical results 
were satisfactory. The author does not give a 
sufficient number of references to the literature nor 
substantiate his statements by clinical evidence 
either for or against his procedure. REHN. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Tyzzer, E. E.: Factors in the Production and 
Growth of Tumor Metastases. J. Med. Research, 
1913, XXViii, 309. By Surg., Gynec. & Obst. 

In this study and series of experiments the author 
attempts to answer the following questions: 

In patients in whom metastasis has already oc- 
curred will the growth of the secondary masses be 
accelerated by the removal of the primary tumors, 
and will such removal shorten life or prolong it? 

Do the procedures followed in the course of 
physical examinations and surgical operations in- 
crease or diminish the incidence of metastases? 

In his experiments Tyzzer made use of mice, and 
the results he obtained seem to furnish rather con- 
clusive proof that mechanical force is an important 
factor in the causation of metastasis. Moreover, 
the author is convinced that metastasis is depend- 
ent also upon a number of other determinable fac- 
tors, of which the biological character of the tumor 
tissue is of first importance. In certain propagated 
tumors second deposits are rarely or never observed, 
while in others they are frequent. This is true also 
of the various types of spontaneous tumors. Tyzzer 
believes that the mechanism by which tumor cells 
are set free in the circulation depends to a great 
extent upon the structural character of the tumor 
and the peculiarities of its growth; undoubtedly 
also to its age and size. This his experiments 
clearly show. Metastases of the tumor of the 
waltzing mouse may be produced experimentally by 
the application of intermittent pressure such as 
massage or gentle pinching. The results obtained 


in this investigation, according to the author, find 
practical application in the management of tumor 
patients. From them every physician should re- 
alize the irreparable harm that may result from the 
manipulation of malignant tumors in their early 
development. GeorceE E. BEILpy. 


Stewart, J.C.: The Malignancy of Giant-Celled 
Sarcoma. Surg., Gynec. & Obst., 1913, xvii, 30. 
By Surg., Gynec. & Obst. 
The object of this article is to disprove by the 
citation of cases the statements made freely in cur- 
rent literature that giant-celled sarcoma is benign 
and never forms metastases. Two cases are cited, 
both of which caused death, and one of which formed 
several metastases. The first was that of a central 
giant-celled sarcoma of the metatarsus; death re- 
sulted from multiple metastases. The second was 
that of a central giant-celled sarcoma of the 
humerus which caused a pathological fracture of the 
bone, and death by local recurrence. 


Falta, W.: Diseases of the Glands of Internal Se- 
cretion (Die Erkrankungen der Blutdriisen). Berlin: 
Springer, 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Falta’s clinical work is an excellent supplement to 

Bied|’s classical work on the experimental physiology 

and pathology of the internal secretory glands. 

These he defines as glands that excrete directly into 

the circulation a harmone with powerful physio- 

logical effects. Adrenalin is the only one that is 
defined chemically. Each ductless gland has its 
specific function. They cannot compensate for one 
another, although disease caused by abnormality of 
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function in one may be modified by a pathological 
condition in another. The great variety in symptoma- 
tology may be explained as being due to disturbances 
in these glands and to differences in the constitutions 
of the patients. 

The diseases of the thyroid gland are divided 
into two classes, those characterized chiefly by local 
symptoms, such as goiter, tumors, and inflamma- 
tions, and those characterized by an increase or 
decrease in the secretory function. Basedow’s 
disease is caused by hyperactivity of the thyroid 
with secondary involvement of other glands. Falta 
does not believe in the combination of Basedow’s 
disease and myxoedema recognized by many ex- 
perienced surgeons; he concludes that the myx- 
cedematous symptoms are the result of insufficient 
functioning of the hypophysis. He does not attach 
much importance to the involvement of the thymus. 
Operation should not be advised for mild cases in 
patients in good circumstances, or those with 
neuropathic tendencies. Long delay is unwise. 
The advice frequently given to refrain from opera- 
tion when the X-ray shows a thymus shadow is not 
approved. Falta has observed good results from 
X-ray treatment. On account. of the sclerotic 
changes in aplasia of the thyroid, old age has been 
compared with chronic myxoedema, but reckless 
thyroid medication in old age must be avoided. 
Sporadic cretinism is a hypothyroid or a thyroid 
condition of a poorly-developed organism. The more 
severe forms are characterized by lack of develop- 
ment of the bones and blood-forming organs, the 
ductless glands, and the central nervous system. 

Mild cases of thyroid weakness recover spon- 
taneously or under treatment with thyroid tablets. 
In severe cases the ideal treatment by transplant- 
ing a new thyroid is not possible, for only auto- 
transplantation has permanent results. While 
thyroid medication is effective in the myxoedema of 
adults, in sporadic cretinism it is of value only in 
the milder forms and when begun very early. In 
such cases the effect on growth is very marked. 
Endemic cretinism and goiter are related. Goiter 
is caused by drinking-water, and is due prob- 
ably to a toxin or toxalbumin of organic origin. 
Iodine treatment is effective in proportion to the 
degree to which the changes are hyperplastic rather 
than degenerative. Falta believes that endemic 
and sporadic cretinism are not identical and that 
thyroid disturbance is not the only cause of the 
endemic form. The toxin of cretinism injures the 
central nervous system and other tissues as well as 
the ductless glands directly. The thyroid factor 
may be of greater or less importance. Therefore, 
thyroid medication varies in effectiveness in differ- 
ent cases. 

Tetany has been shown to be the result of 
insufficiency of the epithelial bodies, which are 
found in the thymus as well as the thyroid. These 
bodies produce a hormone which influences the 
calcium metabolism in the central nervous system. 
When they are deranged in function there is loss of 
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calcium in the ganglion cells of the spinal cord and 
consequently a condition of hyperexcitability. 
Different forms of tetany are discussed. The epi- 
thelial bodies continue to function in auto-trans- 
plantation of the thyroid. Opinions differ as to the 
value of calcium medication. Falta has seen no 
effect from it. There are some errors in the section 
on diseases of the thymus. Hyperfunction of the 
hypophysis causes acromegaly. There is an interest- 
ing discussion of the causes of a combination of 
acromegaly with symptoms of Basedow’s disease or 
myxedema. Decreased activity of the hypophysis 
causes hypophysical dystrophy. Administration of 
an extract of hypophysis is effective. Cysts and 
gummata may occur in the epiphysis. Tumors are 
found chiefly in young males, so that it is probably 
a question of congenital abnormality of develop- 
ment. Pressure symptoms and trophic disturbances 
are marked — precocious development of the body 
and premature development of the genitals. We 
think it possible that the trophic effects of pineal 
gland tumors affect the suprarenal glands, causing 
hyperplasia. Operation has never been attempted. 

In Addison’s disease there is lymphocytosis, 
and frequently status lymphaticus, hyperplasia of 
the thymus, and atrophy of the genital glands. 
Decreased function of the suprarenal glands is 
caused generally by tuberculosis or tumors, but may 
result from haemorrhage or thrombosis. Sclerosis 
may be caused by syphilis. The special affinity of 
diphtheria toxin for the suprarenal glands is note- 
worthy as a cause of heart failure. Adrenalin is a 
hormone affecting this sympathetic system. It is 
used with good results subcutaneously in collapse, 
and by the mouth for abstracting oesophageal 
cancer and for phosphorus poisoning. Hyper- 
function of the suprarenals may be caused by tumors 
of the chromaffin tissue. Adenoma of the cortex 
may cause increased development of the body and 
premature development of the genitalia with various 
abnormalities in the sexual sphere. Early castra- 
tion causes incomplete development of the genitalia 
and increase in stature. Late castration causes 
contraction of the prostate. Eunuchoids, without 
being castrated, resemble eunuchs. This condition 
sometimes occurs in adult life as a result of diseases 
of the genital glands (trauma, syphilis, gonorrhcea, 
gummata, sexual abuse, alcoholism). In sexual 
defects in men, thyroid, radium and pituitrin treat- 
ment is recommended, and in women, organotherapy 
and transplantation of the ovaries. 

Falta’s multiple ductless-gland sclerosis is an 
infectious disease that involves the greater part of 
the ductless gland system. It can be diagnosed 
clinically from symptoms of hyperthyroidism, 
eunuchoidism, insufficiency of the hypophysis, 
symptoms of Addison’s disease, and cachexia. There 
is no definite picture from the point of view of path- 
ological anatomy. Falta explains gigantism as an 
abnormal predisposition of the entire ductless gland 
system. Infantilism is due to a developmental 
disturbance of the entire organism of which the 
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faulty development of the ductless glands is only 


a part. 
Mongoloids are the result of exhaustion; 
that is, they are the last-born of families with 


numerous children. In the chapter on the pancreas 
Falta says that pancreatic lithiasis is frequently 
combined with cholelithiasis and that it is part of a 
family tendency to stone-formation, which leads to 
indurative pancreatitis with glycosuria in 34 to 35 
per cent of the cases. The question of the relation 
between the trauma and diabetes is important 
surgically. Sugar is found in 23 per cent of head 
injuries. 

The concluding chapter treats of the different 
forms of obesity. Adipose dolorosa is not thyroid 
in origin, though thyroid treatment often shows 
good results. Falta has contributed much to the 
understanding of this very difficult subject by his 
clinical material. The illustrations are very helpful. 
The bibliography aids special study. KLosE. 


SERA, VACCINES, AND FERMENTS 


Lesser, K., and Kégel, H.: Experimental and 
Clinical Results Obtained with Rosenbach’s 
Tuberculin (Uber Tuberkulin Rosenbach; Experi- 
mentelle und klinische Erfahrungen). Beitr. z. Klin. 
d. Tuberkul., 1913, Xxvii, 103. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The authors attempt to answer the three following 
questions: 1. Are there differences in the form of 
tuberculosis in treated and untreated animals? 
2. Is there a difference in animals treated with old 
tuberculin and with Rosenbach’s tuberculin? 3. 
Do the preparations have a specific effect on the 
animal body? Nine guinea pigs were injected with 
1 mg. each of a strain of tubercle bacilli of the human 
type grown directly from the sputum. Nine others 
were injected with o.5 mg. each of a culture of 
bacilli. All of the infections were severe. Some of 
the animals were treated with Rosenbach’s tubercu- 
lin, some with old tuberculin, and some not treated 
at all. A few of the animals were killed soon after- 
ward, and the blood was withdrawn for the purpose 
of demonstrating by complement fixation tests 
whether it contained antibodies. 

In the first series, the animals treated with 
old tuberculin seemed to show greater length of life 
than those treated with Rosenbach’s tuberculin. In 
the second series there was no marked difference. 
As to the form of the tuberculosis, the treated and 
untreated animals showed no difference. The 
former did not live any longer than the latter. In 
the animals which lived longest, whether they were 
treated with Rosenbach’s tuberculin or with old 
tuberculin, glandular and pulmonary tuberculosis 
was most marked, while in those that died early, 
general miliary tuberculosis was the prevailing 
form. In answer to the third question, it was found 
that there was no fever, disturbance of the general 
health, or infiltration around the site of the injection. 
A fall of temperature after an injection of 5.5 ccm. 
of the Rosenbach tuberculin, resembling an anaphy- 
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lactic attack, was noted as a specific effect of 
tuberculin. The complement fixation tests showed 
the presence of specific antibodies against the 
Rosenbach tuberculin. Genuine recoveries were 
not observed with either form of tuberculin. Rosen- 
bach tuberculin is to be regarded as a mild form of 
tuberculin. 

With regard to the clinical effects noted, 
Rosenbach tuberculin showed only a cutaneous 
reaction and this only exceptionally and when given 
in concentrated solution. For the intracutaneous 
reaction it was shown to be 1000 times less effective 
than the old tuberculin. In the diagnostic subcu- 
taneous test the Rosenbach tuberculin always 
showed a marked reaction around the site of injec- 
tion. The general symptoms were more violent 
and more unpleasant than those caused by the old 
tuberculin. Marked infiltration, pain, and lymph- 
angitis were frequent. The reaction at the site of 
injection which appeared even with the smallest 
doses that had no other effect, were to be explained 
not only as being purely a specific effect of tuber- 
culin, but as due partly to the albumose content 
(trichophyton products). Perceptible focal reac- 
tions appeared only after injections of 1 mg. of 
Rosenbach’s tuberculin; therefore 5 mg. is not 
sufficient for a diagnostic injection. 

In diagnosis the Rosenbach tuberculin has no 
advantages. It was used therapeutically on twenty- 
one patients according to Rosenbachs’ direc- 
tions, but probably with more cautious dosage. 
High temperatures could not be avoided in many 
cases. The cases used for treatment were severe 
but not hopeless. The severity of the local reac- 
tion several times necessitated giving up the treat- 
ment. The influence on the general condition and 
the subjective symptoms was as a rule good. In 
twelve cases the clinical findings and the general 
condition were markedly improved. All of these 
cases were tolerant of the Rosenbach tuberculin, 
while those that turned out badly reacted much 
more strongly. The authors attribute the failures, 
severe reactions, etc., partly to the fact that the cases 
selected for the treatment were unsuitable. 
Acute and subacute cases with extensive distribu- 
tion should be excluded. Reactions should be avoid- 
ed. In the dosage it is to be noted that focal 
reactions appear sooner than general reactions, 
and, especially in severe cases, a cumulative effect 
must be counted on. Large initial doses should be 
avoided. Toxic substances are small in amount as 
compared with antigens but they are present. The 
presence of foreign, non-specific albumoses is a 
disadvantage, for they are in part responsible for a 
marked local reaction. HAarRAss. 


Lewin, C.: The Treatment of Cancer Patients by 
Vaccination (Die Behandlung von Krebskranken 

mit Vaccination). Therap. d. Gegenw., 1913, liv, 253. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author’s experiments on animals convinced 
him that autolysins of tumors have a beneficial 
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therapeutic action. The results justified the ap- 
plication of the principle to the treatment of human 
beings. An autogenous vaccine was made from the 
extirpated tumors to test their therapeutic value in 
lessening recurrences and destroying metastases. 
The author cites two cases that were affected favor- 
ably by the vaccine, and very emphatically recom- 
mends its use in suitable cases of cancer. Szkcst. 


Ruediger, E. H.: The Duration of Passive Im- 
munity Against Tetanus Toxin. Philippine J. 
Sc., 1913, Vili, 139. By Surg., Gynec. & Obst. 

The attempt is made to determine the duration of 
passive immunity against tetanus toxin by a series 
of experiments upon both horses and guinea pigs. 
The experiments are grouped under the following 
three heads: 

1. The duration of passive immunity in the horse, 
after the injection of homologous antitetanic serum. 

2. The duration of passive immunity in the 
guinea pig after an injection of antitetanic serum 
from the horse, preceded by repeated injections of 
antitetanic serum from the horse. 

3. The duration of passive immunity in the 
guinea pig after an injection of antitetanic serum 
from the horse, preceded by repeated injections of 
normal horse serum. 

The author reaches the following conclusions: 

1. The subcutaneous injection of 1,500 units of 
antitetanic serum from the horse into the horse 
confers passive immunity of between six and eight 
weeks’ duration. 

2. Guinea pigs subjected to repeated inoculations 
with antitetanic serum from the horse do not acquire 
the power to eliminate it more rapidly; they acquire 
a tolerance as is shown by a longer immunity. 

3. Guinea pigs treated with repeated injections 
of normal horse serum acquire a passive immunity 
following the injection of antitetanic serum from the 
horse, that is of longer duration than the immunity 
of untreated guinea pigs. J. H. SKILEs. 


BLOOD 


Ordway, T., and Kellert, E.: The Complement 
Content of the Blood in Malignant Disease. 

J. Med. Research, 1913, xxviii, 287. 
By Surg., Gynec. & Obst. 
The authors have noted that in many cases of 
cancer and leukemia the blood shows such striking 
numerical and morphological changes as to make 
it seem possible that alterations in the function of 
the cells or plasma might be detected by examining 
certain biological properties of the serum. Their 
article deals with the hemolytic power of the serum, 
with particular reference to its complement content. 
By their studies it seems proven that in the majority 
of cases the hemolytic complement content of the 
blood serum in the different varieties and stages of 
human cancer is relatively constant. The amount 
is practically the same as that found in health and 
in persons suffering with certain other diseases. 
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Such human serum in most cases contains one- 
tenth to one-twentieth as much haemolytic comple- 
ment as pooled serum from adult guinea pigs. 
There is no increase of haemolytic complement in 
myelogenous or lymphatic leukemia. The hemo- 
lytic complement content of the plasma of citrated 
human blood does not differ from that of the serum. 
GeorceE E. BeEILsy. 


Prolonged Intravenous Infu- 
Miinchen. 


Friedman, M.: 
sions (Uber intravenése Dauerinfusion). 
med. Wehnschr., 1913, |x, 1022. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Proctoclysis is destined to supercede subcutaneous 
and intramuscular infusions. However, in cases in 
which the patient is unable to retain the fluid the 
retention of which causes —as in peritonitis — 
unpleasant sensations of fullness in the abdomen, 
the intravenous infusion of Haidenhain is the best 
method for administering fluids as well as medica- 
ments. It has been shown that a rapid intravenous 
infusion, especially with the addition of larger 
doses of adrenalin, produces a marked increase in 
the vascular tonus and is dangerous for the heart. 
The author, therefore, has adopted the method of 
prolonged intravenous infusion, according to which 
only small quantities are infused at a time and the 
period of infusion is extended over many hours. 
The technique is the usual one, except that the 
cannula, the arm, and the funnel filled with the 
fluid must be securely fastened. ‘To regulate the 
flow, a pinch-cock is attached to the rubber tube. 

Friedman has obtained the following im- 
pressions from his method: (1) That in the admin- 
istration of salt, adrenalin, and digalen solutions by 
the drop-method the blood pressure rises, not sud- 
denly, but gradually, and remains at the same level 
during the period of infusion. (2) That this method 
has no by-effects. (3) That it causes no excessive 
burden for the heart. (4) That with slower infusions 
the heart can sustain larger quantities of fluid, so 
that a better flushing out of the organism and 
diuresis are obtained. NEUMANN 


BLOOD AND LYMPH VESSELS 


Geinitz, H. T.: The Treatment of Varices with 
a Spiral Incision (Zur Behandlung der Varicen 
mittelst des  Spiralschnittes). Mdéinchen. med 
Whuscher., 1913, 1x, 1257. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author reports the later results obtained by 

Rindfleisch’s operation for varices performed at 
Garré’s clinic. In six cases the immediate result 
did not seem satisfactory, but the later examination 
of five cases, one and one-half to two years after the 
operation, showed a surprisingly good result. The 
ulcus cruris recurred only once and then it did not 
cause trouble. For diffuse varices and in cases 
where simple ligating methods have failed, the 
spiral incision is recommended, though a sure and 
ideal result cannot be guaranteed. Wo rr. 
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POISONS 
Fejes, L.: Coli Sepsis (Uber Kolisepsis). Beitr. :. 
Klin.d. Infektionskrankh. u. 2. Immunitétsforsch., 1913, 
i, 575. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Beside its morphological and biological char- 
acteristics, the ability of the bacillus coli to alter 
its virulence and to take on a decided pathogenic 
character is the cause of the general infection known 
as colibacillosis. The infection may be ectogenous 
and, like typhus, be caused by contaminated drink- 
ing water. Also ectogenous are the poisonings of 
meat caused by the bacillus coli. In these cases 
the bacilli involved vary so greatly from the nor- 
mal type of colon bacillus that they have been re- 
garded as a special type, described as the para- 
colon bacillus and supposed to stand between the 
typhus-paratyphus bacillus and the typical colon 
bacillus. 

More frequent than the ectogenous infection 
is the endogenous infection of the organism with 
its own bacilli. It is not yet definitely known just 
what causes the change in the virulence of the bacilli 
in this case, but it is believed that changes in the 
intestinal wall are chiefly responsible. The symp- 
toms of the infection are varied, due to the fact 
that the infection may start in various parts of the 
body. However, chills and very high temperature 
followed daily by decided drops make the tem- 
perature curve of the condition very characteristic. 
Localized foci, endocarditides, broncho-pneumonic 
processes, suppurations in the different organs, etc., 
all have their own particular symptoms. The 
diagnosis may be confirmed by cultures made from 
blood taken shortly after the chills or from pus from 
a local suppuration. In the general infections origi- 
nating from the intestinal tract the bacilli enter 
the blood by way of the local foci in the intestinal 
wall through anatomical lesions or disturbances of 
the intestinal circulation. 

To these infections belong, beside coliangina, 
diseases of the vermiform appendix, peritonitis, 
dysenteric processes caused by amcebe or bacilli, 
typhus abdominalis, and cholera. More distantly 
related are the ascending infections of the bile duct 
caused by biliary engorgement, the results of which 
are lithogenous catarrh and calculous cholangeitis, 
which are the forms of local affections of the biliary 
apparatus that are the entrance foci for the general 
septic infection. The urinary tract, which often 
under nearly normal conditions contains bacillus 
coli, is infected from without by hematogenous in- 
fection of the kidneys or from the lymph ducts of 
the neighboring organs, and particularly those of 
the rectum. Also in this case stasis and trauma may 
be the cause of the change in the virulence of the 
bacilli and of the resulting general septic symptoms 
which originate as a rule from bacillus coli infection 
of the pelvis of the kidney. A description is given 
in the article of colibacillosis in puerperium and 
after septic abortion. An extensive bibliography 
is appended. W. Gorset. 
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SURGICAL THERAPEUTICS 


Burnham: Hexamethylenamine in Surgery. Med. 
Rec., 1913, Ixxxiv, 15. By Surg., Gynec. & Obst. 
The main use of hexamethylenamine in thera- 
peutics until very recently has been in the treat- 
ment of disorders of the urinary tract. It has been 
shown that the drug appears in the urine within an 
hour or so after administration, and, along with it, an 
appreciable amount of formaldehyde is found. The 
antiseptic properties are in all probability due to the 
formaldehyde. Lately the drug has been found in 
the cerebro-spinal fluid, blood, bile, saliva, middle 
ear, anterior chamber of the eye, and in many other 
regions of the body. 

The use of hexamethylenamine, according to the 
author, is indicated in most surgical conditions 
accompanied by inflammation. In cystitis, pyelitis, 
meningitis, acute cholecystitis, middle ear infection, 
and in many other conditions its use has been 
accompanied by marked improvement. It should 
be given also as a prophylactic measure before 
catheterization or cystoscopic examination. In 
compound fractures of the skull it seems to prevent 
a succeeding meningitis in some cases. 

It should be given in fairly good-sized doses, usu- 
ally from 40 to 60 grains daily. In some conditions, 
such as meningitis and cholangitis, even as high as 
300 grains may be given in the 24 hours. Irritation 
of kidneys and stomach may be largely avoided by 
giving plenty of water and alkali. J. H. Sites. 


ELECTROLOGY 


Jackson: Conservative Surgery from a R6nt- 
genologic Standpoint. Am. Quart. Réntgenol., 
1913, iv, 209. By Surg., Gynec. & Obst. 

Most cases of malignant tumor should not be con- 
sidered operable since they cannot be cured by 
operation. Ifa neoplasm will recur in a few months 
after operation, the case should be refused by the 
surgeon and palliative measures only used. Most 
malignant growths of the larynx are incurable by 
operation. Out of seven hundred cases seen by the 
author, one out of fifty-two was operated. The 
other fifty-one were refused operation because of 
their type or position, or both. The growth after 
recurrence is much more destructive of life than if 
it had not been treated surgically. A few laryngeal 
neoplasms situated at the anterior commissure can 
be extirpated completely without recurrence. The 
majority involve the posterior lymphatics communi- 
cating with those in the neck or the tissues adja- 
cent to the oesophagus. 

A plea is made for the further development of the 
technique in radiotherapy, which gives in most cases 
a beneficial palliative result and, insome,a permanent 
cure. This method should be more widely used in- 
stead of surgical operations, which after a short period 
hasten rather than palliate the disease. The author 
has already seen in radiotherapy sufficient benefit to 
encourage therapists to give more attention to 
growths of the larynx. Hotus E. Porter. 

















GYNECOLOGY 


UTERUS 


Obata, J.: A Statistical Contribution to the 
Morphology of Uterine Carcinoma (Statistischer 
Beitrag zur Morphologie des Uteruscarcinoms). Arch. 
f. Gyndk., 1913, xcix, 474. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author examined the Meyer collection of 
microscopic preparations of carcinoma of the uterus 
in order to compare them with the preparations of 
Schottlander and Kermauner and their classification 
according to morphological characteristics. He 
makes the following groups: 1. Primary solid tu- 
mors. 2. Primary glandular, in part secondary, 
solid tumors. 

Among two hundred and forty-four cases of 
uterine carcinomata there were one hundred and 
thirty-four primary solid tumors and one hundred 
and twelve primary glandular forms. Among the 
primary glandular tumors there were forty-seven 
pure glandular and sixty-five primary glandular 
forms, which, however, had to be considered secon- 
dary solid tumors. Among the one hundred and 
twelve primary glandular carcinomata there were 
eighty-eight corpus and sixteen cervix carcinomata 
and one portio carcinoma; in seven cases a decision 
was impossible. Among two hundred and forty- 
four uterine carcinomata there were twelve pure 
glandular forms without a mixture of the epithelium. 
Nine of these were situated in the corpus and three 
in the cervix and they were considered by the author 
to be malignant adenomata. 

A description is given of the glandular form, with 
and without multiple layers of the epithelium, 
and also of the primary glandular forms, including 
the secondary solid carcinomata. In the series of 
one hundred and thirty-four primary solid tumors 
there were one hundred and twenty cervical, and 
eleven corporal, carcinomata. In three no classitica- 
tion was possible. The author divides these into 
large, small, and mixed alveolar types, and, upon the 
basis of the quantity of interstitial tissue, into medul- 
lary, scirrhus, and mixed types. Among one 
hundred and thirty-four primary solid carcinomata 
there were fifty-four large alveolar, twenty-four small 
alveolar, forty-three mixed alveolar, and twelve 
diffuse forms; sixty-two scirrhus, sixty-five medul- 
lary, and three mixed types in which the diffuse form 
was classified as belonging to the medullary type. 

The author tabulates these carcinomata as do 
Schottlinder and Kermauner, according to the rela- 
tion between the interstitial tissue and the cancer-cell 
nests and also according to the degree to which the 
cancer cells have migrated into the lymph stream 
and tissue clefts. Among one hundred and seventy- 


one cases there were fifty-two corporeal and one hun- 
dred and fourteen cervical carcinomata; in five no 
decision was rendered. More detailed information 
in regard to the structure of uterine cancer, with 
respect to giant cells, glycogen, mucin, infiltration, 
vessel formation, extension by way of the blood- 
stream and lymphatics, central degeneration of 
cancer-cell nests, and atrophy of the cancer cells will 
be found in the original work. MORALLER. 


Pinkuss: Treatment of Cancer with Mesothori- 
um Emanations (Krebsbehandlung mit Mesothor- 
bestrahlung). Deutsche Gesellsch. f. Gyndk., Halle, 
1913, May. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Pinkuss has, so far, successfully treated twenty- 
two cases of cancer with mesothorium emanations. 
His results improve with the improvement in his 
technique. He also observed deep-reaching actions 
of the y-rays. Continued raying of the cancer 
area enables one to reach deeper and deeper portions 
in the course of time. However, this favorable 
result may be undone by the formation of metastases 
in the meantime. The success of mesothorium 
raying depends on the way in which the cancer 
extends and especially on the degree of malignancy. 
The permanent results are more favorable in slowly 
growing cancers which occur especially in older 
people. 

The danger of injuring neighboring organs such 
as the urinary bladder, adherent intestinal loops, and 
the ureters, should not be overlooked. Pinkuss 
noted severe hemorrhage from the uterine vessels 
during the raying of a cancer crater reaching laterally 
into the parametrium. The use of mesothorium is 
indicated in cases of cancer which are not operable 
on account of the age of the patient or other severe 
organic diseases, in all inoperable cancers and recur 
rences and as a prophylactic to recurrence following 
operations. 

Considering the recent views of cancer, he uses, 
besides the raying, other medicinal measures, as the 
intravenous injections of Thor-x and atoxyl and 
internal doses of Thor-x and pancreatin. He never 
observed an objective success with the use of Thor-x 
given either per os or intravenously without using 
other additional measures of treatment. A danger- 
ous side-action of intravenous injections of Thor-x 
is not to be feared if the dosage is watched. The 
combined method of treatment makes it possible to 
use medium doses of mesothorium. The author had 
encouraging results with the use of mesothorium in 
myomata and metropathia hamorrhagica. These 
treatments were begun during July, 1912. In seven 
cases of metropathia, amenorrhoea was induced 
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in three, and oligomenorrhoea in three. In four cases 
of myomata he obtained amenorrhoea twice. The 
cases have been under observation for several months. 
The duration of the treatment was between six and 
twelve weeks. 


Vautrin: A Consideration of Cystic Tumors of 
the Uterus of Congenital Origin (Considération 
sur les tumeurs kystiques de l’utérus d’origine 
congénitale). Ann. de gynéc. et d’obst., 1913, X, 352. 

By Journal de Chirurgie. 


In connection with a description of two cases of 
submucous tumors of the uterus, one of which caused 
an inversion of the uterus in a young girl and was 
examined histologically, Vautrin protests against 
the general tendency to believe that all cystic tu- 
mors originate in the Wolffian ducts. 

Without doubt the Wolffian ducts, which are 
closely connected with the Miillerian ducts, are the 
cause of a certain number of these cyst formations, 
but malformations of the ducts of Miiller also play 
an important part. 

Since malformations of the vagina have been 
ascribed to deviations in the ducts of Miiller, and 
since any anomalies in shape, position, and develop- 
ment of the tube are likewise related either to lack 
of development or to over-development of these 
ducts, why not also admit that an exaggerated 
growth is possible even in the uterus itself? In the 
development of the genital organs various evolutions 
in the epithelium are noted. Thus, the epithelium 
differs in the corpus, the cervix, and the portio. 
Numerous budding phenomena are observed in the 
formation of the uterus and its numerous glands. 
An aberration during these profound changes would 
not be impossible. 

According to Meyer, the encysting that affects the 
organs of Miiller might take place at the three fol- 
lowing periods: 1. When the two canals of Miiller 
occupy a median line and are supported on the sides 
by the canals of Wolff. 2. During the joining of the 
canals of Miiller. 3. During the separation of the 
canals of Miiller and the Wolffian ducts. 

Vautrin states that when the epithelium covering 
the cyst is polymorphous in appearance, cylindrical 
in certain areas and flat-celled in others, the cyst 
undoubtedly may have originated in the ducts of 
Miiller. Cysts that have originated in the Wolffian 
ducts are covered entirely with cylindrical epithe- 
lium. 

In certain exceptional cases this origin may be 
recognized by a close study of the decidua in normal 
or ectopic pregnancy. In a case of ectopic preg- 
nancy reported by Ferroni numerous decidual ele- 
ments were found at the center of an adenomyoma, 
collected beneath a cavity formed by cylindrical 
epithelium which had its origin in the Miillerian 
ducts. 

Vautrin asks further if very often at the center of 
adenofibroma there do not exist rests of Miillerian 
epithelium from which, by encystment, conjunctive 
reaction of fibroma may occur. L. CHEVRIER. 
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Kalledey: The Etiology and Organo-Therapy of 
Uterine Hemorrhages (Zur Lehre von der Atio- 
logie und Organotherapie der Uterusblutungen). 
Deutsche Gesellsch. f. Gynék., Halle, 1913, May. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 

Kalledey treated twenty-one cases of dysmenor- 
rhoea by the administration of ovarian extract, and 
observed the immediate cure not only of the local, 
but also of the nervous, symptoms. Five of the 
twenty-one patients became pregnant during the 
treatment. This fact leads the author to conclude 
that, with the regulation of the internal secretion, 
the condition that favors conception also is influ- 
enced favorably. 

On the basis of his results the author believes 
that the cause of dysmenorrhoea is hypofunction 
of the ovary. Forty-one cases of menorrhagia 
and metrorrhagia he treated successfully with 
hypophyseal extract. In five cases of hemorrhage 
he effected a cure by the use of corpus luteum 
extract. One of these patients had been previously 
treated unsuccessfully by all other known means. 

In Kalledey’s opinion his results confirm the 
theory that uterine hemorrhages are due to correla- 
tive disturbances in the organs of internal secretion. 
He leaves open the question as to whether the 
results were produced directly by the hormons used 
or by the hormons produced through the stimulation 
afforded by the injected material. 


Kaiser: An Obstinate Metrorrhagia (Een hardnek- 
kig geval van Metrorrhagie). Nederl. tijdschr. v. 
geneesk., 1913, No. 18, 1227. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author used 20 cc. of horse serum subcu- 
taneously and tamponed the uterus with a solu- 
tion of gelatine with immediate and perfect success 
in a case of uncontrollable menstrual metrorrhagia. 
The subcutaneous injection of 20 cc. horse serum in 
another case of uncontrollable haemorrhage from the 
uterus also was followed by an immediate and 
perfect cure. Symptoms of anaphylaxis were slight. 

STRATz. 


Lawrence: Double Uterus and Vagina. Southern 
M. J., 1913, vi, 477- By Surg., Gynec. & Obst. 
The author reports the case of a married woman, 

forty-eight years old, who had never been pregnant. 

He was consulted owing to irregular bleeding. An 

examination showed a vaginal septum and two 

cervices. 

In opening the abdomen the first appearance of the 
uterine fundus was that of a bicornate uterus. The 
left tube was not attached to the broad ligament, 
but lay free in the abdominal cavity. The left 
ovary occupied a pocket in the broad ligament 
adherent to the uterine body. The right tube and 
ovary were normal. Two vaginal canals were 
demonstrated. 

This was a case of uterus bilocularis. Several small 
myomata were found in the uterine wall. 

C. H. Davis. 
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Murphy, J. B.: Procidentia Uteri: Murphy’s 
Method of Fixing the Uterus. Surgical Clinics 

of John B. Murphy, 1912, ii, No. 3. 
By Surg., Gynec. & Obst. 

The patient was 56 years of age and the trouble 
was of 33 years’ standing. With the woman in the 
Trendelenburg position, a transverse semilunar 
incision 6 in. long was made 1 in. above the symphy- 
sis. The tissues were divided down to the aponeu- 
roses of the recti. The latter were then freed from 
fat over an area 1 in. wide and as long as the incision, 
and their edges retracted. The right rectus was 
then incised for 2 in., close to the median line and 
parallel to its long axis. This incision was extended 
through the peritoneum. The fundus, grasped by a 
vulsella, was brought out through the opening until 
the cervicocorporeal portion was clearly in view. 
The round and broad ligaments were then clamped 
with hemostats on either side down to the cervico- 
corporeal junction and cut free from the uterus down 
to the tip of the forceps. The stumps were ligated, 
and the tips sewed accurately to the cervicocorporeal 
junction. This portion was then slipped back into 
the abdomen. Thus the body of the uterus was left 
bare and free above the level of the divided recti. 

The peritoneum was next sutured accurately 
around and to the circumference of the cervico- 
corporeal portion of the uterus. In this way the 
peritoneal cavity was closed. The uterus was then 
split through the middle from before back, parallel 
to the long axis of the body, down to the cervico- 
corporeal junction. It was opened laterally to 
form two wings. The mucosa was next cut off, 
clear out through the divided cornua down to the 
cervix, and removed. The two lateral flanges of 
uterine muscularis were then sewed firmly to the 
aponeurosis of the rectus all the way around, making 
a bat-like flange over the recti. Finally, the divided 
edge of the aponeurosis of the rectus was tightly 
closed about the cervicocorporeal portion. The 
skin and fatty tissues were united and a small 
drain left in at the lower angle of the wound. 

When this method is used the uterus can never 
get back into the abdomen. The traction on the 
anterior vaginal wall holds the bladder in position; 
that on the posterior vaginal wall holds the rectum. 
The only intra-abdominal work is the detaching of 
the broad ligaments. The stumps of these are cov- 
ered by suturing; therefore no abraded surface is 
left within the peritoneum at the completion of the 
operation. If the operation is performed before the 
menopause, great care should be taken to remove all 
of the uterine mucosa; otherwise periodic hematoma 
will form at the menstrual periods. ‘The operation 
can be performed in 20 minutes. — L. J. MrrcHett. 


Kuhn: 
Retroverted Uterus. J. 

vi, 79. 
In this article the author gives his ideas as to the 
cause of symptoms and his operative treatment for 
the simple retroverted uterus. He states that many 


A New Procedure for the Relief of the 
Okla. St. M. Ass., 1913, 
By Surg., Gynec. & Obst. 
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women have a retroversion and have no symptoms 
at all, but that those suffering from this condition 
suffer through a ptosis of the abdominal and pelvic 
viscera, causing an engorgement and finally a 
varicosity of the pampiniform plexuses and incar- 
ceration of one or both ovaries within the folds of 
the rolled broad ligaments. A previous inflamma- 
tory pelvic condition or a relaxed perineum will also 
cause varicosities of the broad ligaments. 
Treatment. The pampiniform plexuses are both 
ligated. The outer ends at the pelvic border are 
first tied in front, leaving the ligatures long; then 
the uterine ends are tied in the same way, the static 
blood being then expressed through an incision. ‘This 
leaves the infundibulo-pelvic ligaments relaxed, so 
they are plicated through an opening made in the 
anterior border of the broad ligament. The peri- 
toueum is then closed over this plication by a pursing 
suture. A ventro-suspension is now done with a 
long loop of cat-gut in order to temporarily relieve 
tension on the tender ligaments. The round liga- 
ments are not disturbed. EUGENE Cary. 


Davis, C. G.: A Review of the Literature and 
Case Reports of Ruptured Uterus. § Surz., 
Gynec. & Obst., 1913, xvii, 51. 

By Surg., Gynec. & Obst. 

Most ruptures of the uterus are probably incom- 
plete at first, and are not recognized until after the 
rupture of the peritoneum. In order to make a fair 
comparison of complete and incomplete rupture, 
and especially of the methods of treating them, the 
statistics of both should be considered together. 
Following these statements Davis discusses rupture 
of the uterus in regard to its etiology and frequency. 
As to the extent to which rupture involves the 
uterus, the author found in his study of the cases 
collected by Trask, that during pregnancy 68 per 
cent involved the body or fundus and 32 per cent 
the cervix; during labor, 8.5 per cent involved the 
fundus, 36 per cent the body of the uterus, and 55.5 
per cent the cervix; in a total of 374 cases in which 
the site was mentioned, 53 per cent involved the 
cervix, and 46.2 per cent the body and fundus. 

The probability that rupture will follow the 
modern Cesarean section is not great, and in most 
cases should not be used as an argument in favor of 
sterilizing or performing the Porro operation. 
Section cases should be carefully watched during the 
latter months of subsequent pregnancies, and when 
there is pelvic deformity, overdistention of the 
uterus, or some question as to the integrity of the 
old scar area, Cesarean section should be performed 
several days before the expected onset of labor. 
Under no condition should the patient undergo the 
strain of the second stage of labor. 

Treatment by tamponade and binder is a good 
temporary measure and may give good results in 
the incomplete cases where there is little hamor- 
rhage, but in all classes of cases statistics indicate 
that operative treatment gives better results than 
conservative treatment. 
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Werboff, J.: The Uterus of Woman; Its Normal 
Function and Its Rupture Incident to Labor 
(Die Gebirmutter des Weibes. ihre normale Arbeit 
und ihre Zerreissungen wiihrend der Geburt). Berlin: 
Karger, 1913. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author lays down the general principles of the 
law governing the physiology of hollow organs of 
the body, namely the law of “ peristaltic movement ” 
depending on the alternating action of the longi- 
tudinal and circular muscular coats of these organs. 
He pronounces our views in regard to the physiology 
of the uterus during pregnancy and during the puer- 
peral state as well as the pathological relations 
governing a rupture of the uterus erroneous. 

Werboff criticizes the theory of Bandl, that a 
thinning out of the lower uterine segment is the 
cause of rupture, and places the fault in the friability 
of the tissue as a result either of difficult previous 
births or else as an acute developing condition in the 
first pregnancy. Coincident with this friability, 
there is a functional weakness of the uterine muscu- 
lature, the clinical picture of a rupture varying 
according to either one or both of these pathological 
conditions. According to the author, there can be 
no prophylaxis, as the symptoms heretofore called 
“threatened rupture” are in reality due to a “be- 
ginning rupture.” A detailed contradiction to the 
anatomic basis of the Bandl theory is offered, the 
author applying his own law of peristaltic move- 
ment to all of the uterine functions incident to labor 
and the puerperium, and to the changes in form re- 
sulting therefrom. He differentiates the action of 
the longitudinal muscular layer from that of the 
circular, the former producing complete effacement 
and dilatation of the cervix, and the latter, aided by 
the thoracic-abdominal pressure, serving to expel the 
child. 

In the antagonistic action of the abdominal 
muscles and diaphragm the upper fixed point of 
support for the contracting uterus is really to be 
found within the lungs. The contractions and ex- 
pansions of the lungs and the changes in form inci- 
dent thereto are the origin of the voluntary pressure 
pains, i.e., the contractions of the supporting muscles 
of the thoracic and abdominal cavities. Special 
significance is attached to the anterior abdominal 
muscles as being the anterior fixed points for the 
uterus to work against. During an insufficiency of 
these muscles the woman in labor endeavors to over- 
come the disturbance of the pressure pains resulting 
therefrom by assuming various positions most favor- 
able to her. 

The author recommends, as a practical aid in 
cases where an insufficiency exists, that a suitable 
binder be applied during the expulsion period by the 
woman herself and in a manner most effective to her. 
In severe diastasis of the recti with the so-called 
“Hangeleib,” the correction of the position or 
stretching of the contracted anterior wall of the 
uterus would be too painful, and therefore the appli- 
cation of the binder is contra-indicated. The author 
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has employed the binder in 123 cases, with very 
favorable results. The monograph closes with a 
complete contradiction of the Bandl theory as to 
effacement of the lower uterine segment even though 
in many points a definite proof of his contention is 
still lacking. The article contains plates of Bandl’s 
own work, and autopsy protocols of the author's 
four cases of ruptured uterus. VASSNER. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Cohn, F.: The Clinical Significance of Rupture 
of the Follicle in the Ovary (Die klinische Be- 
deutung der Follikelsprungstellen im Ovarium). 
Arch. f. Gynak., 1913, XCix, 505. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

In the rupture of a graafian follicle, the peritoneal 
cavity communicates with the inner part of the 
ovary for a time at the site of the rupture. The 
layer of lutein cells which form over the site of 
rupture is very thin and is often further thinned 
out by the accumulation of fluid in the space. This 
new cyst also may rupture and hemorrhage may 
follow. Bacteria from the abdominal cavity may 
enter into the ovary at this site. 

Hemorrhage from a follicle has its origin either 
in a torn vessel or in deeper-lying ovarian tissue. 
Schauta has observed a follicular hemorrhage of 
several liters of blood. Hemorrhage into the free 
peritoneal cavity from a corpus luteum occurs nearly 
as often. Biirger described such a case where more 
than two liters of blood were lost. Cohn adds six 
cases of his own to those already published. In 
five instances the severe hemorrhage came from a 
fully developed, and in one instance, from a retro- 
gressive, corpus luteum. In two cases ruptured 
tubal pregnancy was suspected; in the other four 
cases it was found incidentally. The hemorrhage 
in two cases was due to pressure on the matured 
follicle during an internal examination. Hzemor- 
rhages of this kind may be controlled with mattress 
sutures or by excising the part. Large follicular 
hemorrhages can always be recognized at operation; 
smaller intraperitoneal hematoceles may be present 
without symptoms, and are found only incidentally. 
The hemorrhages may be followed by adhesions 
between the adnexa and the peritoneum. 

That bacteria migrate into the follicles has also 
been demonstrated. The frequently occurring corpus 
luteum abscesses are due usually to gonococci or 
tubercle bacilli, and but rarely to streptococci, 
staphylococci or pneumococci. In a case recorded 
by Orthmann the fimbriated extremity of the tuber- 
culous tube extended directly into the corpus luteum 


abscess. Frys found an ascaris in an abscess of this 
kind. 
Fraenkel, Orthmann and Menge state that 


tubal diseases in particular are apt to cause an 
infection of the follicle and corpus luteum. The 
bacillus coli and anerobic organisms play a minor 
role. ‘The ruptured follicle and corpus luteum may 
be penetrated also by cellular elements, such as 
carcinoma cells. Von MILTNER. 
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Von Franqué: Cure of an Ovarian Cancer with 
Metastases by Operation and Subsequent 
X-Ray Treatment (Heilung eines Ovarialcarcinoms 
mit Metastasenbildung durch Operation mit nach- 
folgender Réntgenbestrahlung). Deutsche Gesellsch. f. 
Gyndk., Halle, 1913, May. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
In a patient, 16 years old, an ovarian cancer the 
size of a head, which penetrated deeply into the 

broad ligament, was removed on April 12, 1912. 

A retroperitoneal mestastasis the size of a fist and 

numerous lymph gland metastases had to be left 

behind. The after-treatment consisted of X-raying 
with five erythema doses during three months, with 
the result that the palpable metastases disappeared. 

The patient has remained free from any recurrence 

for one year and must be considered completely 

cured. On microscopical examination the tumor 
showed the characteristics of severe malignancy; 
well-marked mitosis, polynuclear cells, syncytial for- 
mations and sarcomatous degeneration of the stroma. 


Steinharter: Endothelioma of the Ovary, with 
Report of a Case of Mesothelioma of the 
Ovary. Lancet-Clin., 1913, cx, 84. 

By Surg., Gynec. & Obst. 

The author discusses the classification of this 
condition, calling attention to the difficulty and con- 
fusion in the classification and nomenclature of 
similar tumors of the ovary. He believes that in no 
case reported has it been proven that the tumor had 
its origin from the endothelium of blood vessels. 

As all the tissues of the ovary are evidently of mes- 

enchymal origin, he would classify these tumors as 

mesotheliomata unless a definite relation to the 
vascular endothelium can be established. 

The author reports a case, giving a brief history, 
the autopsy findings, microscopical description, and 
four excellent microphotographs. C. H. Davis. 


Seeligmann, L.: A Successful and Combined 
Method of Biochemic and X-Ray Treatment 
of Malignant Tumors; the Cure of a Re- 
current Ovarian Sarcoma with Metastasis 
in the Spinal Column (Uber eine erfolgreiche, 
kombinierte Methode der Chemo-und Réntgentherapie 
maligner Tumoren; ein schweres Rezidiv eines Ovari- 
al-Sarkoms mit Metastase in der Wirbelsiiule geheilt). 
Deutsche Gesellsch. f. Gynék., Halle, 1913, May. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The use of the X-ray combined with mesothorium 
emanations is only a local treatment which is con- 
fined to the upper layers of the new growth. It does 
not act upon the more deeply situated parts of the 
cancer and the metastases. If the present views 
as to the cause of cancer are considered, a combined 
treatment, constitutional as well as local, must be 
instituted. By such treatment it is possible to so 
weaken the vitality of the advancing epithelial cells 
in the tissues that they will succumb to the destruc- 
tive action of the X-rays. 
Also on the basis of the other theory, which is 
advocated by Czerny, i.e., that a parasite is the 
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etiological factor of cancer, the combined treatment 
is the best. It is possible that the parasite might be 
killed by the intravenous injection of arsacetin just 
as the-spirocheta pallida is overcome by salvarsan. 
After the destruction of the parasite or its toxines. 
the neoplasm can be resorbed by the X-ray. 

The author has used the combined method suc- 
cessfully in a case of pronounced recurrence of an 
ovarian sarcoma with metastases in the spinal 
column. The tumor disappeared entirely and the 
metastases in the spinal column were completely 
cured. The bad effects attributed to the use of 
arsacetin can be avoided by using it 11 small doses 
and testing the sense of color every eight to ten 
days. Existing diseases of the eyes are a contra- 
indication to the use of the drug. 


Ohman: Ovarian Hematoma and Ovarian Haem- 
orrhage (Ovarioverenvuodoista ja ovariohematome- 
ista). Duodecim, 1913, XXxix, 55. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 
Six cases of ovarian hemorrhages are reported. 

The cases were treated during the last year and 

discovered during the course of the operation. In 

two cases the operation was performed for suspected 
extra-uterine pregnancy; in one the ovarian haem- 
orrhage was found associated with uterine myoma; 
in another case an ovarian tumor was diagnosed; in 
the fifth the diagnosis was uncertain and an explo- 
ratory laparotomy was performed; and in the sixth 
case a chronic appendicitis was diagnosed. Five of 
the operations were performed by the author. All 
the six patients recovered. Five times a hematoma 
had formed and in one case the haemorrhage was 
just beginning and was most profuse in the region of 
the follicles. Each case was examined microscopical- 
ly. Corpus luteum hematomata were found three 
times. In two cases a large hematoma had formed 
in the middle of the ovarian stroma. Inflammatory 
processes were not present within the ovaries but an 
acute pyosalpinx was found in one case and a chronic 
pyosalpinx in another. In the other four cases 
both tubes were perfectly healthy. 

Ovarian hemorrhages may be classified as follows: 

1. Diffuse haemorrhages confined mostly to a 

follicle and its immediate surroundings without the 

formation of a hematoma. 2. Hematoma forma- 
tion in the ovarian stroma. 3. Corpus luteum ham- 
atoma with distinctly demonstrable lutein cells. 
Surgical treatment is the best, as conservative 
treatment is protracted and hard on the patient. 

During appendectomies, especially if the appendix 

appears healthy, attention should be given to the 

ovaries to discover hemorrhages or haematomata. 

Causative etiological factors could not be found in 

these cases. ByORKENHEIM. 

Stetten: A Method of Ventrofixation Combined 
with Certain Tubal Sterilization by Means of 
Extra-Abdominal Displacement. Surg., Gynec. 
& Obst., 1913, xvii, 120. By Surg., Gynec. & Obst. 

The author describes a method of ventrofixation 
combined with certain tubal sterilization. He 
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points out the uncertainty and complexity of the 

various plans suggested for tubal sterilization and 

emphasizes the fact that the prevention of a future 
pregnancy without castration is frequently indicated 
in the more advanced prolapse of younger women. 

For such cases he recommends the combined opera- 

tion, the essential features of which are as follows: 

Through a median laparotomy the round ligaments 

are ligated about two inches from the uterus, 

divided proximal to the ligatures, and freed from the 
broad ligaments to the uterine cornua by a few snips 
of the scissors. The peritoneal edges of the incisions 
in the broad ligaments are sutured. Ligatures are 
then passed between the tubes and the ovaries and 
the tubes are freed to the uterine attachments. 

The freed round ligaments and tubesare then brought 

through a stab-wound of the fascia, muscle, and 

peritoneum. They are drawn taut and fixed with a 

suture to the fascia. A stitch through the scarified 

fundus of the uterus is included in the peritoneal 
suture. The muscle and fascia are closed in the 
usual manner. 

For more absolute fixation one or two of the fascial 
sutures may be passed through the uterus, the 
peritoneum having been left open. The excess of 
tubes and round ligaments is removed. The tubes 
are ligated and the stumps cauterized. The tubes 
and ligaments should be left long enough to overlap 
in the median line. They are then stitched to the 
fascia and to the structures of the opposite side. 
The skin is closed. The round ligament fixation 
part of the operation is practically the method advo- 
cated by McKay. The drawing of the tubes 
through the stab-wound has the double object of 
reinforcing the fixation and producing a certain 
sterility. 

The author finally suggests that this lodgment of 
the distal ends of the tubes outside of the abdominal 
cavity might be used for the purpose of producing 
temporary sterility. 

Blumberg: A New Operation for the Steriliza- 
tion of Woman with a Future Possibility of 
Restoring the Function (Neue Operation zur 
Sterilisierung des Weibes mit Méglichkeit der spiter- 
en Wiederherstellung der Fruchtbarkeit). Berl. klin. 
Wehnschr., 1913, 1, 7209. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

For the purpose of sterilization each ovary 
should be put into a pouch or pocket made of 
peritoneum between the broad ligament and the 
posterior surface of the uterus, so that no ovum can 
enter the tubes which remain untouched. The free 
edge of the broad ligament is folded onto the 
posterior surface of the uterus, and the ovary 
placed into this pocket. The free edge is then 
sutured carefully to the uterus so that it becomes 
impossible for an ovum to escape. It is usually 
advisable in making the pocket to anchor the 
ovary with a temporary retention suture of catgut 
through the lig. ovarii; also to reinforce the suture 
line by painting it with tincture of iodine so that 
no loopholes remain. 
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The restoration of function could be accomplished 
very easily by a later opening of the pocket with 
liberation of the ovary. The author has performed 
the operation vaginally in six cases during the past 
two years, with complete success as far as steriliza- 
tion is concerned. He has not had occasion to 
restore the function. BUTZENGEIGER. 


Funk-Brentano and Plauchu: The Treatment of 
Sterility in Woman (Trattamento della sterilita 
nella donna). Riv. internaz. di clin. e terap., 1913, 
viii, 81. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The chief cause of sterility in the female is 
gonorrhoea. Primary sterility on account of disease 
or general conditions is difficult to investigate. 
Sterility due to congenital or acquired malforma- 
tions of the vulva is cured by incisions or other 
operative procedures. Changes in the develop- 
ment of the uterus have but little influence if the 
development of the ovum is normal. Infantilism 
is curable by electricity, massage, and dilatation. 
Stenoses of the cervical canal of whatever origin, 
accompanied by marked flexion of the uterus, must 
be dilated repeatedly, and for a long period of time. 
The large number of operations devised for this 
trouble have resulted usually in failure. Malposi- 
tions are important causes of sterility, and if correc- 
tion is not obtained by means of manual replace- 
ment or pessary, an intra-abdominal shortening of 
the round ligament is advised. 

Tumors of the uterus, such as myomata, are un- 
favorable. The author favors removing them by 
enucleation. Malformations of the adnexe are 
much less important than gonorrhoeal changes; 
therefore surgical treatment is frequently indicated, 
and conservatism is necessary. As secondary sterili- 
ty, the author considers those cases that have been 
pregnant once. Thirty per cent of all sterility cases 
are of this kind and are usually the result of gonor- 
rhoea. More rarely they result from puerperal in- 
fection. BERBERICH. 


Hertzler, A. E.: ‘* Pericolic Membrane ’”’ of the 
Broad Ligament. Surg., Gynec. & Obst., 1913, xvii, 

60. By Surg., Gynec. & Obst. 
From both clinical and experimental evidence the 
author concludes that surgeons have taken too nar- 
row a view of the so-called pericolic membrane. In 
the broad ligament over a varicose pampiniform 
plexus may be found an entirely similar structure 
consisting of a network of subperitoneal vessels, 
arranged prevailingly parallel from below upward 
and connected by fine vessels with the plexus be- 
neath. These vessels become empty when the 
dilated plexus is tied off and removed. In a case 
re-operated a year after a pampiniform resection, a 
similar membrane, well marked at the first opera- 
tion, was found to have wholly disappeared. An 
analogous formation occurs in the deep layers of the 
skin of the scrotum in varicocele, when vessels nor- 
mally invisible have become as large as goose quills. 
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The author has produced membranes of this kind 
experimentally. By careful injections of silver 
nitrate solution the transparent spaces in the mes- 
entery of laboratory animals can be shown to con- 
tain minute bloodless channels which dilate and fill 
with blood in response to stasis or irritation. Ifa 
bit of sterile gauze be thrust beneath the peritoneum 
a typical ‘“‘pericolic membrane” develops. The 
pericolic membrane is thus of circulatory origin and 
is a special case of what the author has called ‘var- 
icosity of the peritoneum.” It is not a develop- 
mental anomaly, although it may affect an abnor- 
ma] peritoneal fold. It does not follow severe 
crises, but is always due to slight, long-continued 
disturbances. It is to be distinguished rigidly from 
pseudo-peritoneal membranes, which result from 
exudative processes. 


Wolff: Rare Distribution of Resorbed Dermoid 
Contents (Seltene Verbreitungswege des resorbierten 
Dermoidinhalts). Deutsche Gesellsch.f. Gynak., Halle, 
1913, May. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

In a case of right-sided ovarian dermoid with 
extensive resorption of fat into the wall of the 
cyst and into the broad ligament, there were also 
three cysts the size of a hazel-nut in the mesenteri- 
olum of the appendix containing typical dermoid fat 
contents. The changes in the wall of the tumor were 
identical with the change occurring in the tumor 
walls in the cases of resorption of fat described by 

Schottlinder, Krémer, Gentili and others. In the 

absence of any demonstrable rupture of the cyst 

wall it is assumed that the transportation of the fat 
occurred by way of the lymphatics. 


EXTERNAL GENITALIA 


Legueu: The Transperitoneal, Vesicular Route 
for the Cure of Certain Operative Vesico- 
Vaginal Fistulz (De la voie transpéritonéo-vésicale 
pour la cure de certaines fistules vésico-vaginales 
opératoires). Arch. urol. clin. de Necker, 1913, i, 1. 

3y Journal de Chirurgie. 

The vesico-vaginal fistula which sometimes 
follow hysterectomy when the bladder has been 
injured in the course of the operation are very 
difficult to treat from below by the usual vaginal 
route. Onthe other hand, the upper route is recom- 
mended in cases of this kind. The operation is then 
either transvesical or transperitoneal. Legueu has 
combined both of these methods in a new operation, 
transperitoneal-vesicular, which he describes as 
follows: 

1. Median laparotomy is performed below the 
umbilicus, with opening of the peritoneum and pro- 
tection of the operative field. Then the posterior 
bladder wall is opened exactly in the median line, 
the incision extending into the vagina. The cut 
edges are held up with forceps and drawn forward 
towards the pubes until the entire bladder is exposed 
to its base. 
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This gives easy access to the fistula which can then 
be seen through the incision in the bladder. 

2. The vagina and bladder are then separated 
with the scissors until the two structures are as 
independent as they were before the fistula was 
formed. This separation of the two walls should be 
carried at least a centimeter beyond the edge of the 
fistula. 

3. Careful suture of the bladder in two layers 

4. Separate suture of the vagina. 

5. Peritonization of the injured surfaces. Legueu 
recommends slipping the peritoneum over the 
two structures in such a way as to interpose between 
them a veritable peritoneal cul-de-sac. He sees uo 
danger in this interposition of peritoneum, but 
believes that it favors rapid healing, rendering the 
suture firmer. 

6. Closure of the abdominal wall, leaving a drain 
in the peritoneal cul-de-sac. 

Legueu used this method in the case of a patient 
who had had a hysterectomy 3/4 months before, 
developing a fistula at the base of the vagina which 
could be easily seen by cystoscopy and which was 
situated between the two ureteral orifices. The pa- 
tient lost urine constantly day and night, evacua- 
tion taking place both by the urethra and the 
vagina. Following the operation there was some 
abdominal reaction with tympanites but this ceased 
after a purgative on the third day. The vesical 
catheter was removed on the tenth day. At the 
time of leaving the hospital, the 25th day, the pa- 
tient urinated every three hours only. There was a 
slight escape through the vagina, but it occurred at 
night only and in such small quantities that the 
author felt justified in concluding that his procedure 
had been successful. Maurice CHEVASSU. 


Heymann, H., and Moos, S.: Experiences with 
the Vaccine Treatment of Gonorrheea in the 
Female (E:tahrungen iiber Vaccinebehandlung der 
weiblichen Gonorrhoé). Monatschr. f. Geburish. u. 
Gyndak., 1913, Xxxvii, 623. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Heymann and Moos employed arthigon in ninety- 
one cases for diagnostic purposes, and in fifty-nine 
cases for treatment. For diagnosis .5 ccm. given 
subcutaneously was not reliable. Of twenty-one 
uncomplicated cases of gonorrhoea, a local reaction 
was obtained thirteen times and a general reaction 
once; forty-five cases with complications (mostly 
adnexal disease) rendered a local reaction thirty- 
two times, and a focal reaction seven times; seven- 
teen times a slight temperature rise occurred. In 
thirteen cases of fresh ascending infections no reace 
tion was obtained. 

Very decided positive reactions were obtained 
also in non-gonorrhoeal conditions: in one case of 
tuberculosis of the adnexa, in two cases of appen- 
dicitis with secondary adnexal disease, in one case of 
tubal abortion and in one case of ovarian cancer, all 
diagnoses being confirmed by operative findings. 

In fifty-nine cases arthigon was employed exactly 
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according to Bruck’s directions. Injurious results 
were never observed; a local reaction only rarely; 
focal reactions several times, but in most cases 
only on administration of larger doses; general 
reactions were obtained most frequently. Only 
fifteen cases remained without fever; all others had 
temperature rises from a few tenths of a degree to 
over forty degrees; the general condition remained 
uninfluenced. In contradiction of Bruck’s claims, 
the temperature reaction is no criterion of the end 
result obtained. 

The results observed in fresh open cases (urethral 
and cervix gonorrhoea) were absolutely negative 
in adults. Vulvo-vaginitis in children was not 
treated. Older adnexal disease was scarcely in- 
fluenced, nine cases showing slight improvement 
and seven none. Better results, however, were 
obtained in acute ascending adnexal disease; 
absolute cure in 1o per cent of the cases, decided 
improvement in 27 per cent, slight improvement in 
41 per cent and in 20 per cent none whatever. The 
subjective improvement in 23 patients was good, 
in 14 slight. There was no improvement in 16. 

Most decided improvement occurred in joint 
complications: excellent in two cases, marked in 
three, and no improvement only once. In this class 
of cases the improvement was much more rapid than 
could be obtained by other methods. From these 
results it can be seen that the vaccine treatment 
offers no better results than the former conservative 
methods. The combination of both methods would 
probably give the best results. BISCHOFF. 


MISCELLANEOUS 


Weitzel: X-Ray Therapy (Réntgentiefen-Therapie). 
Deutsche Gesellsch. f. Gynék., Halle, 1913, May. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The technique for X-ray treatment is minutely 
described. The author rays through 8 different 
places, using a tube 7 to 9 Benoist-Walker, and a 
diameter of 7 cm., with 4 to 5 milliamperes per 
second, an aluminum filter of 3 mm., and a focal 
distance of 18 cm. Two séances of 4 exposures each 
on two succeeding days form one series. The dose is 
measured by the Kienbéck method and amounts 
to 80x perseries. The rays are applied only through 
the anterior wall. Twenty out of twenty-one cases 
of myomata became amenorrheeic. In one case the 
myoma grew, necessitating its removal. The tumor 
was not malignant. Amenorrhcea was obtained in 
2.1 months on an average. The age of the patient 
has no influence on the time. For a full course of 
treatment 500 to 600 x=7 series were required. It is 
continued until the menses have remained absent 
for 8 weeks. A decrease in the size of the tumor 
occurred in 15 cases, twice from the size of a man’s 
head to that of a fist or goose egg. The symptoms 
disappeared in 5 cases, while the tumor remained 
unchanged. In 5 cases of metropathia heamorrhagi- 
ca, amenorrhcea resulted on an average in 1.4 months; 
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250 to 300 x=3 to 4 series were required for a com- 
plete cure. In half of all the cases, symptoms of 
climax appeared. Disturbances of the bladder or 
bowel were not observed. 

If wrong diagnoses can be avoided, if patients 
with irregular hemorrhages are subjected to a 
diagnostic curettage before the beginning of the 
X-ray treatment, and if the patients are continuously 
kept under careful supervision during the treat- 
ment, then a complete cure in a clinical sense may be 
obtained by the X-ray treatment in cases of myo- 
mata and hemorrhagic metropathia without danger 
to the patient. 


Fiith: X-Ray Treatment in Gynecology (R6ént- 
gentherapie in der Gynekologie). Deutsche Gesellsch. 
f. Gynak., Halle, 1913, May. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
Fiith describes the application of the X-rays as 
used by Graessner in the Cologne Academy and the 
complications which he observed in 41 cases treated 
by the rays. As such, he mentions frequent desire 
to urinate, nausea, vomiting and pigmentations of 
the skin. The results of treatment are as follows: In 
metropathia, 11 per cent were improved and 89 
per cent cured; in myomata, 15 per cent unimproved, 
5 per cent improved and 8o per cent cured. Two 
cases each of myomata and metropathia began to 
bleed again, necessitating further rayings. Four 
cases of myomata treated by the rays were after- 
wards for various reasons treated surgically. In 
metropathia a curettage should precede the raying 
to avoid a hemorrhage at the first menstrual period 
following the commencement of the treatment. 
Nausea and vomiting are probably caused by the 
inhalation of the ozone produced during the treat- 
ment. It is intended to decompose the gas by 
catalytic methods before it is inhaled. 


X-Ray Treatment in Gynecology (Rént- 
Deutsche Ge- 


Runge: 
gentherapie in der Gynekologie). 
sellsch. f. Gyndk., Halle, 1913, May. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Of 29 cases of metropathia, 25, or 86 per cent, 
became amenorrhceic and 4 were subsequently 
operated. Of go cases of myomata, 86, or 95 per cent, 
became amenorrhceic and 4 were operated. The 
cause of the negative result could not be determined 
but was probably due to a submucous location of 
the tumors. A decrease in the size of the tumors 
was noticed in about 40 per cent of the cases in which 
amenorrhoea was produced. The result in 10 cases 
of pruritus vulve were very good and in 7 cases of 
dysmenorrhoea doubtful, about 43 per cent of the 
latter being cured. The raying of two cases of 
adnexal inflammations resulted at first in profuse 
menstrual bleedings but finally in amenorrhcea. 

The symptoms of change of life are not any more 
severe than those of the normal physiological climax. 
The author finally reports the immediate accessory 
symptoms produced by the raying and describes the 
technique. On an average, 3 to 4 series are neces- 
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sary in metropathia, and 5 to 6 in myomata, for the 
production of an amenorrheea. 


Heimann: X-Ray Treatment (Réntgentherapie). 
Deutsche Gesellsch. f. Gyndék., Halle, 1913, May. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
This is a report of gynecological X-ray treatment 
at the Breslau clinic. Myomata, uterine hemor- 
rhages and inoperable, as well as postoperative, cases 
of cancers were treated. The time elapsed since 
the raying of the latter is too short to permit the 
issuing of a report. Forty cases of myomata and 
metropathia hamorrhagica have been treated, and 
with the exception of one case, all were cured. In 
the great majority of the cases an amenorrhoea was 
produced, and in a few cases only an oligomenor- 
rhoea. In the unimproved case, a suspicion of 
malignancy arose during the treatment and the 
latter was stopped on that account. Finally a 
description of the technique is given. 


Fellner, O. O.: Experimental Contributions to 
the Physiology of the Female Genitalia (Ex- 
perimentelle Beitrige zur Physiologie der weiblichen 
Genitalorgane). Deutsche Gesellsch. f. Gynak., Halle, 
1913, May. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Fellner injected a large number of sexually imma- 
ture rabbits and guinea pigs with alcoholic ethereal 
extracts of placenta, ovary and uterus. The injec- 
tions, which were in part subcutaneous and in part 
intraperitoneal, were carried out over a long period 
of time. 

Laparotomy and_ sections showed that a 
marked hypertrophy of the uterus resulted. The 
muscular layer was hypertrophied, the mucosa 
decidedly thicker and higher; the epithelium, nor- 
mally flat, grew higher and cylindrical, and became 
dotted with vertical nuclei. The vagina became 
larger and wider, the epithelium assumed the char- 
acteristics of the epithelium in pregnancy. The 
mammary gland enlarged to four or five times its 
normal size. 

Very similar results were obtained also with 
the male animals. The suprarenals were greatly 
hypertrophied; the kidneys showed a parenchyma- 
tous nephritis with much albumen excretion. Even 
when placental extract from the same species was 
used, similar but much less marked findings oc- 
curred. The same results were obtained with pre- 
liminary castration before injection. 

The substance used is soluble in salt solution, 70 
per cent alcohol and ether. It is thermostabile and 
therefore can be sterilized completely. Similar 
results were obtained with extracts of the amniotic 
membranes. Much weaker in effect were the results 
following injections of alcohol-ether extracts of 
corpus luteum taken from the ovaries of non-pregnant 
cows. The same effect was obtained with alcohol- 
ether extracts of ovaries of pregnant cows, whereas 
similar extracts of the uterus of pregnant animals 
gave only slight reaction, and those of the uterus 
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of non-pregnant animals and of ovaries not contain- 
ing a corpus luteum of non-pregnant animals gave 
none at all. Extracts of testicles produced the same 
results as the extracts of the ovaries, whereas brain 
extract produced none at all. If cholesterin and 
cholesterin esters are removed from the extract the 
effect of the extract is not altered. As to whether 
we are dealing with an internal secretion of the 
placenta, the author is unable to decide at the 
present time. 


Newman: Cases Illustrating Certain Urinary 
Conditions in Women Associated with Fre- 
quent or Painful Micturition. Clin. J., 1913, 
xiii, 193. By Surg., Gynec. & Obst. 

Newman gives a very interesting discussion of 
the most important urinary disturbances in women. 

Cystitis of pregnancy, with its results. This form 
of inflammation of the bladder is often overlooked 
at its onset as the symptoms are attributed by the 
patient to “‘her condition.”” Another danger arises 
from the early disappearance of acute symptoms 
in many cases, and care is not taken to free the 
bladder from infective organisms. These patients 
suffer from inflammation of the bladder and the 
neck of the urethra. The author irrigates with 
boric acid solution twice daily, and after a week has 
swabbed the urethra with pure phenol, and after- 
ward with an alkali to stop the action of the acid. 
Cocaine bougies are introduced to relieve pain. 

Early renal tuberculosis is often not accompanied 
by pain; frequent micturition or nocturnal inconti- 
nence are the only symptoms. Vesical irritability, 
and, after atime, pain, also become features. When 
the kidney is normal, the orifice of the ureter is also 
normal, and when one ureteral orifice is normal 
while the other is altered, the renal lesion is on the 
side of the morbid ureter. 

In early tuberculosis of the bladder the most 
characteristic changes are hyperemia of the floor 
and neck of the bladder, associated with minute 
nodules beneath the epithelium of the mucous mem- 
brane of the bladder. The author reports a case 
in which he curetted the caseous deposit on the 
floor of the bladder through the urethra. ‘The 
patient was also treated with tuberculin R. 

Lesions at the neck of the bladder, the trigone, and the 
urethra cause frequency of urination and often 
incontinence. He reports a case in which he twice 
applied his phenol treatment. In other cases his 
treatment consisted of irrigation with the permanga- 
nate and chlorate of potassium and the instillation 
of a weak silica solution. Ina severe staphylococcus 
infection of the bladder he employed suprapubic 
drainage and irrigated with boracic acid and filtrate 
of saurine (lactic acid cultures). 

Minute polypi in the urethra are rare, but may 
cause considerable irritation. They may be removed 
with curette or snare. 

A case is reported in which a movable right kidney 
caused severe pain at the end of micturition. It 
was cured by nephrorrhaphy. C. H. Davis. 











544 INTERNATIONAL ABSTRACT OF SURGERY 


Bauereisen, A.: The Atria of Post-Operative 
Infection of the Female Urinary Tract (Uber 
die Ausbreitungswege der postoperativen Infektion in 
den weiblichen harnorganen). Zéschr. f. gyndak. 
Urol., Leipz, 1913, iv, 1. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 

After thorough microscopical investigations the 
author comes to the following conclusions: The chief 
source of infection for the urinary bladder is the 
urethra, from which organisms reach the bladder 
either as a result of catheterization or of spontaneous 
ascending infection. These lead to an inflammation 
of lesions produced during the operation. The 
migration of organisms from the outside of the 
bladder through the bladder wall occurs only rarely, 
and then only in severe infections of the surrounding 
tissue. When it does occur, however, the organisms 
are rapidly walled off by infiltration and granula- 
tions as well as by the lymph stream which runs 
in the opposite direction. The same conditions 
hold in cases of infection of the ureters. The kidneys 
are infected either from a hematogenous source or 
through the spontaneous ascension of organisms 
from the bladder. 

The principal kinds of bacteria involved are 
the staphylococci, streptococci, and the colon 
bacillus, the latter usually in combination with 
pyogenic cocci. Avoidance of catheterization is 
advised wherever possible. The preferred therapy 
is the prophylactic injection of boroglycerin and 
pituitary extract. In those cases in which the 
catheter is indispensable, irrigation with collargol 
should be resorted to as soon as a cystitis begins to 
develop. HAGEN. 


Mayer, A.: The Use of Serum in Obstetrics and 
Gynecology (Uber die Serumanwendung in der Ge- 
burtshilfe und Gynekologie). Med. Cor.-Bl. d. 
wtirttemb. adrztl. Landesver., 1913, xviii, 261. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

By means of a series of successfully treated cases of 
dermatitis, herpes, urticaria, etc., the author proves 
the correctness of his proposal to treat the toxamias 
of pregnancy with the blood serum of healthy preg- 
nant women. If the result is negative there must 
be an accidental dermatitis present or the serum in- 
jected is not normal. In the latter case serum from 
another pregnant woman must be employed. 

Hyperemesis gravidarum, nephritis of pregnancy, 

icterus and eclampsia are favorably influenced, the 

latter especially by epidural injections. Eclampsia 
is rare in Wiirttemberg, but in the few cases treated 
the results were sostriking and rapid that they offered 
considerable encouragement for further investiga- 
tions. The same is true of eclampsia neonatorum. 

The author examined the serum of puerperal 
women who, in spite of the fact that they had heamo- 
lytic streptococci in their blood, remained perfectly 
well throughout the entire course. He describes the 
three following cases: 1. Severe general sepsis. 

After two injections decided improvement was 


noted. The associated peritonitis, however, could 
not be checked. 2. Sepsis with diarrhoea. The 
patient had received two injections of serum from a 
convalescing puerperal sepsis case when improve- 
ment set in. 3. Collemia with diarrhoea and 
exanthem. This patient was given serum from a 
patient who had a bacillus coli pyelitis. Improve- 
ment occurred also in this case. In all of the cases 
immediate improvement occurred in the general 
condition of the patients, with decrease in tempera- 
ture and pulse, cessation of diarrhoea, etc. In pye- 
mia the serum apparently is not of much value, as it 
cannot attack the organisms within the thrombi. 
Pregnancy serum was tried also in severe anamia, 
chlorosis, and especially in anemia due to bleeding 
fibroids; in the latter cases it tided the patients over 
until operation could be performed. Lavusensure. 


Mayer, A.: The Significance of Infantilism in 
Obstetrics and Gynecology (Die Bedeutung des 
Infantalismus in Geburtshilfe und Gynekologie). 
Deutsche Gesellsch. f. Gynék., Halle, 1913. May. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In infantalism the first menstrual period is often 
delayed. The women are often and wrongly thought 
to be genitally diseased and are treated gynecologic- 
ally without benefit. Menstruation is frequently 
associated with dysmenorrhcea so that the working 
capacity is disturbed. In marriage, lessened sexual 
desire and dyspareunia lead to a true martyrdom 
and the marriage often remains childless. If concep- 
tion results abortion frequently follows. The dis- 
turbances of pregnancy are often increased, all 
possible but harmless abnormalities being treated for 
this in vain. During labor, weak pains, rigidity of 
the cervix, decreased relaxability of the'soft parts, nar- 
row pelvis, etc., indicate mechanical hindrance, lacer- 
ation of the soft parts, and infection. 

Resistance to infection is lessened on account 
of the hypoplastic condition of the circulatory sys- 
tem. For the same reason anesthetics are especially 
dangerous in such cases. The ability to nurse is 
usually defective. The poorly developed perineum 
has a predisposition to prolapsus, but the retroflexio 
uterl which is frequently observed is not the 
cause of the patient’s numerous complaints. Treat- 
ment for it is unnecessary and often disadvan- 
tageous. A tortuous tube predisposes to extra- 
uterine pregnancy. <A deep cul-de-sac may cause 
diagnostic difficulties in intra- or extraperitoneal 
rupture of tumors. 

When infantile stigmata are associated with in- 
flammatory adnexal disease of doubtful origin 
tuberculosis may possibly be the etiological factor; 
when associated with ovarian tumors we may 
suspect embryomata, and when tumors are present 
in the pelvis, a displacement of the kidney into the 
pelvis should be thought of. Infantile women are 
congenital invalids, often simulating gynecological 
disturbance without being genitally diseased. 

SCHMITZ. 
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PREGNANCY AND ITS COMPLICATIONS 


Markoe and Wing: The Thyroid in Pregnancy. 
Bull. Lying-In Hosp., N. Y., 1913, ix, 96. 
By Surg., Gynec. & Obst. 

After examining 601 cases the authors conclude 
that the relation of the thyroid to the physiology 
and pathology of pregnancy shows a diversity in its 
clinical manifestations which is puzzling and difficult 
to analyze. The symptoms of hyperthyroidism 
developing during pregnancy usually show a decided 
diminution after confinement, and with succeeding 
pregnancies the symptoms are not so severe. The 
management of pregnant cases showing thyroid 
enlargement, with or without hyperthyroidism, is 
directed toward: 

1. Open air treatment and the improvement of 
the hygienic surroundings. 
Avoidance of nervous strain and worry. 
Maximum of sleep and rest. 
Simple diet and regulation of the bowels. 
Tonic medication. 
. In some cases administration of the syrup of 
hydriodic acid. 

In cases in which the symptoms are severe, the 
authors advise absolute rest in bed. 

Rosert T. GILLmore. 
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Landsberg: The Significance of the Ductless 
Glands for Metabolism During Pregnancy 
(Die Bedeutung der innersekretorischen Driisen fiir 
den Stoffwechel in der Schwangerschaft). Deutsche 
Gesellsch. f. Gyndk., Halle, 1913, May. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The ovaries and thyroid gland were extirpated in 

pregnant bitches and the metabolism of hunger was 
studied before and after the operations. It was 
found that in comparison to normal conditions a 
slight increase in the protein metabolism occurred 
during pregnancy after odphorectomy. A decrease 
in the nitrogen excretion was observed after the in- 
jection of an extract of the true corpus luteum. 
The decrease in the nitrogen excretion was not so 
marked after thyroidectomy in the pregnant com- 
pared with the non-pregnant. The hyperplasia of 
the thyroid in pregnancy should not be construed 
as causing a hyperfunction in metabolism. This 
also explains the retarded metabolism after odpho- 
rectomy. The thyroid gland was removed in two 
cases in which pregnancy continued to exist for 
some time after odphorectomy. A surprising de- 
crease of the thyroid gland after a preceding odpho- 
rectomy was found. Marked differences were also 
seen on microscopical examination. Metabolism 
was more decreased than after thyroidectomy. 


Examinations of the phosphorus and calcium 
excretions were undertaken but the results obtained 
so far do not permit us to draw a conclusion. Fur- 
ther investigations will be made. The investiga- 
tions made so far permit the statement that the 
function of the ductless glands during pregnancy 
shows important differences from that during the 
non-pregnant condition. 


Horsley, J. S.: Abdominal Pregnancy with 
Living Child. Surg., Gynec. & Obst., 1913, xvii, 58. 
By Surg., Gynec. & Obst. 
Horsley reviews the literature on abdominal 
pregnancy with living child, and records, with his 
own case, one hundred and five others. ‘There are 
six instances in which the mother recovered and 
the child and the mother were living and in good 
health a year after the operation. In his own 
case, which was one of these six, the pregnancy was 
apparently at full term. The woman had been in 
labor for some time and was exhausted. Her pulse 
was 140. The child and placenta were enveloped 
in a thin membrane which derived its nutrition from 
the left broad ligament. The uterus was about 
twice its normal size. ‘The child was delivered and 
the thin sac and the placenta were removed. ‘The 
patient and child made a satisfactory recovery and 
both were living and well more than a year after the 
operation. 


Schewachoff, S. W.: Cardiac Changes During 
Pregnancy (Zur Frage der Veriinderung des Herz- 
ens wiihrend der Schwangerschaft). Arb. a. d. ge- 
burlsh.-gynék. Klin. Prof. Redlich, St. Petersb., 1913, 


by 2. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb 


The author examined the size of the heart in 
puerpere on different days (1-10 apart) by means of 
R6ntgen rays and also by means of teleréntgenog- 
raphy (focal distance 2 m.). He used a Bauer 
tube. In order to bring the anticathode against 
the middle of the heart each time, employing the 
same central rays each time, a special attachment 
was constructed. Exposures were made during the 
middle phase of respiration and when the stomach 
was empty. The patient was placed horizontally in 
bed. ‘The time of exposure was not less than two 
seconds in order that the exposure might be made 
during the diastole. The measuring technique is 
described in detail. 

From the data in the table that accompanies 
the original article it is evident that the size of 
the heart, and the influence of age, size, weight and 
number of births were different in all of the ten 
cases examined. In nine cases the heart did not de- 
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crease in size during the puerperium. In one case in 
which there was vitium cordis a decrease of the 
cardiac area up to 1 cm. occurred. From his obser- 
vations the author concludes that the normal heart 
does not become enlarged during pregnancy, and is 
not dilated. As to whether there is a minimal 
hypertrophy, the microscope alone can tell. 
BRAUDE. 


Walthard: The Relations of Cardiac Disease to 
Pregnancy, Labor, and Puerperium (Die Bezieh- 
ungen der Erkrankungen des Herzens zu Schwanger- 
schaft, Geburt und Wochenbett). Deutsche Gesell- 
sch. f. Gynak., Halle, 1913, May. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Considering the high degree of certainty with 
which an aortic aneurism is recognized by means of 
the orthodiagram, the author feels justified in dis- 
cussing the relations of cardiac disease to pregnancy, 
labor and puerperium, especially aortitis luetica 
and its result,—aneurism of the aorta. Among the 
35 cases of valvular defects which were observed in 
the past two years during pregnancy, labor and 
puerperium there were five which presented the 
picture of an aortic insufficiency. In three the 
ortodiagram revealed a broader aortic shadow; two of 
the latter showed a left-sided recurrent laryngeal 
paresis with hoarseness. Two of these patients 
gave a positive Wassermann. In two patients 
clinical findings of aortic insufficiency were present. 
In the third case the luetic change involved princi- 
pally the arch and descending aorta (autopsy report) 
and the aorta was dilated to a saccular aneurism. 
The clinical findings elicited by percussion and 
auscultation were, however, much less marked. 

The course of the pregnancy and labor was dif- 
ferent in the three cases. In the case in which the 
aortic shadow was narrowest and in which no pres- 
sure symptoms or nerve irritation existed, no cardiac 
disturbances set in during the entire pregnancy until 
a few hours before delivery. Dyspnoea made its 
appearance 15 hours before delivery, and for that 
reason the patient entered the hospital. Labor and 
the puerperium, however, went on without any 
serious disturbance of the circulation. Inthe second 
case, in which the widest aortic shadow was present, 
the patient during the eighth month commenced to 
complain of severe pains in the back and left side 
with dyspnoea and cyanosis. In the interest of the 
child, the patient was treated symptomatically to 
bring the interruption of pregnancy as near to term 
as possible. Suddenly rupture of the aneurism and 
death occurred. Immediate Cesarean section, 
however, failed to revive the asphyxiated child. 
As soon as rupture occurred contractions of the uterus 
were perceived. In the third case with the medium- 
sized aortic shadow, pains in the chest, dyspnoea 
and hoarseness developed in the middle of the last 
month of pregnancy. As labor set in, dyspnoea, op- 
pression in the chest, and cyanosis became aggra- 
vated and as the blood-pressure was about double 
the normal at the beginning of labor a Cesarean sec- 
tion was performed under lumbar anesthesia. 
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From the literature he concludes that in aneurism 
of the aorta in pregnancy, rupture of the aneurism 
usually occurs during the latter half of pregnancy or 
during labor. It is highly probable that the rise of 
blood-pressure incident to uterine contractions 
during pregnancy and labor is the cause of the rup- 
ture. The author’s conclusions are the following: 
That a pregnancy in a patient with an aortic 
aneurism should be terminated by Cesarean section 
under lumbar anesthesia and that sterilization 
should be performed at the same time. 


Gréné: Pregnancy and Labor in Organic Heart 
Disease (Om havandeskap oeh férlossning vid organ- 
iska hjirtfel). Allm. sven. Lékartid., Stockholm, 1913, 


X, 169. 
By Zentralbl. £. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author investigated the material of the 
hospital at Malmé. Fifty-four labors were observed 
in forty-two women who had cardiac disease, i. e., 
cardiac insufficiency. Two labors occurred in six 
women, three labors in one patient and five labors in 
another. Three died. Fifteen women had mitral 
insufficiency, 23 mitral stenosis plus mitral insuffi- 
ciency, 2 aortic insufficiency, and 2 aortal and mitral 
insufficiencies. In 34 cases compensation was good, 
in 20 poor; of the latter 6 were near incompensation. 
The per cent of pregnancy occurring in women with 
cardiac disease was 1.1 per cent. In 87.5 per cent 
no disturbance of compensation occurred during 
pregnancy. Concerning the influence of heart dis- 
ease, the author concludes that the importance 
generally ascribed to it as causing spontaneous 
abortions is largely overestimated. Labor was 
spontaneous in 31 cases and operative in 14 (forceps 
rr times, manual extraction twice, Cesarean section 
once). ‘The uterus was emptied g times with forceps 
and dull spoons in abortions. Not once did a severe 
post-partum hemorrhage occur. 

Nursing should not necessarily be forbidden in 
these cases. In the literature the author found an 
average mortality of 1.2 per cent in pregnancies with 
heart disease. The mortality was 2.6 per cent in 
cases collected by him. It is not any more danger- 
ous to go through labor with a well compensated 
valvular disease than under normal conditions. 
Women suffering from heart disease should be 
placed under the observation of a physician during 
the last half of pregnancy. The termination of 
labor should be left to nature. Interference should 
be resorted to only in cases where the expulsion is 
too protracted and the patient is put under great 
stress by the labor pains. 

Profound ether narcosis seems not to be contra- 
indicated in uncompensated heart disease. Positive 
indications for the induction of premature labor can 
hardly be fixed; each case must be treated strictly 
individually. Premature labor was induced in only 
one case with a fatal result for mother and child. 
For the induction of premature labor the author 
recommends rupture of the sac and pituitrin. In 
uncompensated cardiac disease, induction can be in 
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question only in the beginning of pregnancy and 
then only in multipare. The latter cases should 
also be treated individually. The induction should 
consist in tamponing the cervix uteri and vagina 
and, if possible, in rupture of the sac. Evacuation 
of the uterus is accomplished with abortion forceps 
and a dull spoon. Finally the author states that 
the prohibition of marriage is not justifiable in well 
compensated cardiac disease. In cases of uncompen- 
sated cardiac disease, or those which are near the 
limit of compensation, each and every case should 
be judged individually. BJORKENHEIM. 


Van der Hoeven, P. C. T.: Myoma Operation Dur- 
ing Pregnancy. (Myoomoperaties in de zwanger- 
schap). Nederl. Mandschr. v. verlosk. en Vrouwenz, 
1913, li, 285. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 
The author gives a short résumé of the operative 
treatment of fibroids during pregnancy, giving case 
histories and references to the most important 
literature on the subject. He then reports three of 
his own cases in which pregnancy was not inter- 
rupted after enucleation of the fibroids and living 
children were born at term. The prognosis is very 
favorable for both mother and child. STRATZ. 


Von de Velde: Myoma, Retroflexion, and Preg- 
nancy (Myoom, retroflexie en zwangerschap). Nederl. 
Mandschr. v. verlosk. en Vrouwenz., 1913, ii, 290. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author reports three cases of pregnancy com- 
plicated by myomata and retroflexion. In the first 
case the myoma was situated in the anterior wall of 
the uterus and was enucleated during the fourth 
month of pregnancy by laparotomy; abortion fol- 
lowed three days later. There were no further 
complications. In the second case the myoma was 
situated in the cul-de-sac of Douglas. The uterus 
rose out of the pelvis in the course of the pregnancy. 
Spontaneous delivery of a living child resulted after 
the tumor had been lifted out of the pelvis bimanual- 
ly. In the third case the pregnancy was compli- 
cated by peritonitic symptoms as the tumor had 
grown from the posterior uterine wall and was ad- 
herent in the cul-de-sac. At term Cesarean section 
was performed and a living child delivered. The 
uterus with the placenta and fibroid was then 
amputated supravaginally en masse. The recovery 
was uneventful. STRATZ. 


Kosmak: The Diagnosis and Treatment of 
Eclampsia. Bull. Lying-In Hosp., N.Y., 1913, ix, 129. 
By Surg., Gynec. & Obst. 
Considerable stress is laid upon the diagnosis of 
the premonitory signs, as the prophylaxis is of such 
great importance. Each patient should be warned 
by the physician of the significance of headache, 
slight nausea, dizziness, and visual disturbances 
during the last two months of pregnancy. The 
author calls particular attention to those cases which 
have a toxemia without convulsions. 
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When the patient is seized with a convulsion he 
gives immediately 14 grain of morphine followed by 
the administration of cathartics and enemas to- 
gether with blood-letting in suitable cases. He 
warns against the indiscriminate use of chloroform 
and believes that many deaths have resulted from 
chloroform poisoning. Diaphoresis is encouraged 
by wrapping the patient every two or three hours in 
a blanket rung out of hot water until perspiration is 
free. In the absence of oedema the blood-stream is 
diluted by colonic irrigations with normal salt 
solution, not less than 4 gallons at a time with a 
temperature of 115° F.  Eclampsia comes on between 
the seventh and ninth month and if labor does not 
proceed spontaneously, pregnancy should be delib- 
ately terminated without dangerous haste. Where 
the pulse is of high tension viratrum veride and 
nitroglycerin are used. 

In Kosmak’s summary he urges: 

1. The certainty of diagnosis. 

2. Governing the treatment by the signs and 
symptoms of each individual case. 

3. Conservative sedative and eliminatory meas 
ures before radical operative measures. 

4. One convulsion should never decide the surgical 
interference. Rosert T. GItcmore. 


Schlossberger, A.: Two Cases of Eclampsia Cured 
by Means of Hypophyseal Extract (Zwei Fiille 
von Eklampsie geheilt mit Hypophysenextrakt). 
Deutsche med. Wchnschr., 1913, XXxix, 1040. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Case 1. The patient, forty-two years old, was 
at term in her fifth pregnancy. The cervix was 
closed and convulsions had been repeated. ‘The 


urine showed a five per cent albuminuria. 1.1 cc. 
pituglandol and 0.02 gm. pantopon was injected. 
Convulsions ceased after one and one half hours and 
consciousness returned after three hours. A second 
dose of pituglandol was given. Spontaneous de- 
livery cccurred five hours after the first injection. 
Recovery was complete. Case 2. The patient 
was twenty-three years old and six months pregnant 
in her second pregnancy. She was unconscious, 
having repeated convulsions and anuria. Injections 
were given as in Case 1. After forty-five minutes 
the convulsions ceased and diuresis began in three 
hours. A second injection was given and spontane 
ous delivery occurred in five hours. The puer- 
perium was normal. Happicn. 


Routh, A.: Observations on the Toxzmias of 
Pregnancy and on Eugenics from the Obstet- 

ric Standpoint. Lancet, Lond., 1913, clxxxv, 63. 
By Surg., Gynec. & Obst. 
The author gives a brief review of the recent work 
on the toxemias of pregnancy, serum diagnosis, the 
relation of the organs of internal secretion and their 

genital functions, and lactation. 

In discussing eugenics from the standpoint of 
obstetrics he says: ‘The chief aim of those seeking 
to endow motherhood should be to give every 
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mother an assurance of security and well-being dur- 
ing the whole time of pregnancy, labor, and the 
puerperium, each of which is to her a period of 
anxiety and stress.” 

Eugenics should begin before birth, not afterwards. 
When syphilis is suspected small doses of mercury 
given during pregnancy often result in a healthy 
child. ‘‘It has been computed that if women were 
properly examined in pregnancy half the still-born 
children would be saved.” 

Routh believes that the registration of births 
should be compulsory not only after ‘‘ viability”’ but 
also for every period of pregnancy. CC. H. Davis. 


Carr: Cesarean Section. W.Va. M.J., 1913, viii, 11. 
By Surg., Gynec. & Obst. 
The author gives a brief history of this operation, 
and reports that he has performed six Cesarean 
sections without a death. Three of his patients had 
contracted pelves. In one case where the measure- 
ments were carefully taken the true conjugate was 
6% cm. Two patients were girls under sixteen years 
of age who had been in labor sixteen hours, with 
only partial descent of the heads, and the cervices 
partially dilated and rigid. A fibromyoma in the 
sixth case made a modified Porro operation necessary. 
The author believes that with the present low 
mortality and low morbidity, Cesarean section 
should be considered in every case of difficult labor, 
provided a skillful surgeon and good nurse are to be 
obtained. C. H. Davis. 


Hartmann, K., and Loeschcke, H.: The Uterine 
Scar Following the Suprasymphyseal Extra- 
peritoneal Cesarean Section (Die Uterusnarbe 
nach suprasymphysiirem extraperitonealem Kaiser- 
schnitt). Gyndk. Rundschau, 1913, vii, 354. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Hartmann had occasion to extirpate, during the 
fifth month of pregnancy, a uterus on which he had 
previously performed two suprasymphyseal Cesar- 
ean sections (the oblique incision of Frank), one in- 
cision to the right, and one to the left, of the median 
line. 

At the time of operation the relations were 
normal, no adhesions of any kind being present. 
The scars could not be recognized macroscopically; 
microscopically five connective-tissue strands with 
intermingling muscle fibres could be seen. In the 
cervical musculature alongside of the scar there were 
cystic cavities filled with mucus. These cavities 
were lined by cervix epithelium and were probably 
epithelialized stitch canals. Outside of these cav- 
ities there was an accumulation of foreign-body 
giant cells surrounding unabsorbed catgut rests. 
The anterior wall of the cervix was decidedly thinner 
than the posterior, due to the bilateral scars. 

Hartmann advises employing absorbable suture 
material and the avoidance of including the mucosa 
in the stitches. No adhesions will result if primary 
union occurs and the scars will not weaken in re- 
peated pregnancies. BAUER. 


Van der Hoeven: The Chances for Subsequent 
Pregnancy after the Classical Czsarean 
Section (De kans op zwangerschap na de klassieke 
sectio caesarea). a edere. Mandbl. v. verlosk. en 
Vrouwenz., 1913, i 

By Zentralbl. f. d. ges. ioe. u. Geburtsh. s. d. Grenzgeb. 


The author investigated the subsequent history 
of women who had been subjected to the classical 
Cesarean section at the Leyden clinic during the 
years 1896-1900. 

There were 24 cases, one of which died two years 
after the operation of pulmonary tuberculosis; one 
could not be found, and five were unmarried. Two 
of the remaining seventeen had had a subsequent 
abortion, and only nine of the twenty-four had given 
birth to children. Six of the latter had delivered 
one child, one had delivered two, one had delivered 
three, and the last one had delivered seven children. 

The indications for the operation had been narrow 
pelvis, eclampsia, etc. Six of the seventeen had had 
a subsequent Cesarean section; five of the six then 
remained sterile. The author thinks that intra- 
abdominal adhesions are the cause of the low fertil- 
ity of these women, and is in favor of the vaginal 
(cervical and transperitoneal) section. STRATZ. 


Beckmann, W.: Czsarean Section Performed 
for Vaginal Stenosis Following an Operation 
for Vesico-Vaginal Fistula (Kaiserschnitt wegen 
Scheidenstenose mit vorausgegangener Blasenfistel- 
operation). Ziéschr. f. gyndk. Urol., Leipz., 1913, iv, 


QS. 
By Zentralbl. {. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
The author claims that in Russia vaginal stenosis 
following an operation for vesico-vaginal fistula is 
quite commonly an indication for Cesarean section. 
A patient, twenty-seven years old, acquired a 
scar stenosis of the vagina following the first preg- 
nancy. The contraction was situated about the 
middle of the vaginal canal and a catheter intro- 
duced through it entered the bladder. Operation 
was performed by tearing the scar tissue and 
suturing the fistula, whereupon a cure was effected. 
Shortly after, a pregnancy occurred, the patient, 
however, not entering the clinic until three days 
after the onset of labor and after rupture of mem- 
branes had occurred. The child was dead. The 
lower part of the vagina was markedly contracted. 
the lumen being about the size of a lead pencil 
The cervix was not palpable. Pulse and tempera- 
ture were normal. Classical Cesarean section was 
performed, and she was delivered of a macerated 
foetus weighing 3300 gm. A supravaginal amputa- 
tion of the uterus was performed for the purpose of 
sterilization. The recovery was uneventful. 
Boxer. 
Lange: Suprasymphyseal, Cervical Czsarean 
Section (Zur Frage des subrasymphysiren, cervicalen 
Kaiserschnittes). Monatschr. f. Geburtsh. u. Gyndék., 
1913, XXXvii, 681. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
Lange reports twenty-eight cases treated by this 
method. He gives also his experiences with it in 
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forty-two cases of contracted pelvis. The operation 
was performed transperitoneally (a) in cases where 
haste was necessary on account of weakness of the 
foetal heart sounds, (b) in cases where a previous 
extraperitoneal section had been performed and the 
presence of firm adhesions was suspected, and (c) 
in cases which were operated upon shortly after the 
onset of labor. Otherwise, in twenty-four cases, the 
extraperitoneal method was employed, but to com- 
pletion only in eighteen. Of the total number, 
twenty-six had been examined previously outside 
of the clinic. In fourteen instances the operation 
was performed before the membranes had ruptured 
or within an hour afterward; but in the rest a much 
longer time intervened, in one case sixty-one hours. 

The maternal mortality was very low, only one 
case dying from sepsis. One of the children was 
born deeply asphyxiated and could not be resus- 
citated. No accidental injuries occurred. The 
number of cases of atony was rather high (13) in 
spite of the subcutaneous injection of an active ergot 
preparation shortly before operation. In six cases 
tamponade of the uterus was necessary; in seven 
adrenalin injected into the uterine musculature was 
sufficient. The operation was performed on four 
women for the second time. In two of these cases 
the old uterine scar was firm; in the other two it was 


thinned. In one case, however, the scar resisted 
contractions for thirteen hours until complete 
effacement and dilatation had occurred. In the 


other case the scar resisted contractions for six hours 
without rupture. A temperature of over 38°C. 
occurred twelve times during the puerperium, but in 
most instances it was transient, lasting for only a 


few days. One prolonged case of sepsis ended 
fatally. ZINSSER. 
Kitner, O.: Cesarean Section of the Dead 


and the Dying Woman (Kaiserschnitt an der toten 
und sterbenden Frau). J. akush. i. jensk. boliez., St. 
Petersb., 1913, xxviii, 539. 
By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 
The author reports six cases of Cesarean section, 
four on dead, and two on dying, women. Among 
the former there were two cases of eclampsia, myo- 
carditis cordis with marked pulmonary oedema and 
hyperemia, and one marked kyphoscoliosis. The 
operation was performed within one to ten minutes 
post mortem. Usually Kitner was forced to operate 
with unsterile instruments. All of the children were 
in a more or less severe asphyxia, but were revived. 
The two operations upon dying women were 
for severe eclampsia. The children were born 
alive. The mothers died within two to four hours 
after the operation. Kitner is in favor of Cesarian 
section in all cases of dead women with viable or liv- 
ing children. It is much more difficult, however, to 
set the indication on the dying, as the moment of 
approaching death is determined with difficulty. 
Cesarean section should be performed in all cases 
except those in which the mother is conscious and 
refuses the operation. Nearly always the child is 
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saved, and occasionally the mother also. The sec- 

tion on the dead should be performed in all cases 

under aseptic conditions just as on the living. 
GINSBURG. 


Veit, J.: 
(Zur Technik des Kaiserschnittes). 
Gyndk., 1913, XXXvii, 713. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The Technique of Cesarean Section 
Zentralbl. f. 


Cesarean section to-day is a harmless procedure. 
Schauta advises the use of the transperitoneal in- 
stead of the complicated extraperitoneal Caesarean 
section. Veit also recommends the classical section 
for general practice, his reason being that on account 
of its relative simplicity it can be performed more 
easily by inexperienced operators. Veit places his 
patient in the high pelvis position which brings the 
uterus out of the pelvis. He makes one third of 
the incision above the umbilicus and two thirds be- 
low it. The general peritoneal cavity is walled off 
with towels, and the uterus incised transversely. 
An assistant then forces the uterus upward so that 
the transverse incision lies above the abdominal in- 
cision. The placenta and membranes are next 
removed and the uterus is sutured with silk and a 
second sero-serous suture of catgut. After the re- 
moval of the pads the uterus is allowed to drop into 
the pelvis. An extreme anteflexion of the uterus 
is to be avoided, as it may cause rupture. In the 
manner described the uterus can be emptied with- 
out allowing a trace of its contents to enter the 
peritoneal cavity. The author has operated upon 
forty patients by this method with good results for 
the mother in every case. Hout. 


Pobedinsky, N.: The Results Obtained with 
Ceesarean Section in Russia During the Last 
Twenty-Five Years (Die Erfolge des Kaiserschnitts 
in Russland in den letzten 25 Jahren). Zentralbl. f. 
Gynd@k., 1913, XXXVii, 757. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Prior to 1885 all but three cases of Cxsarean sec- 
tion performed in Russia ended fatally. Since then 

446 operations have been performed including those 

done for relative indications. Between 1885 and 

1890 forty-two operations were performed, princi- 

pally for contracted pelvis, with a mortality of forty 

per cent due to bad asepsis and unfavorable condi 
tions. Between 1891 and 1900 there were eighty- 

four cases, mostly for contracted pelvis, with a 

mortality of six per cent. The improvement in re- 

sults was due to better asepsis. Between 1901 and 

1912 there are recorded 320 cases, principally for 

contracted pelvis but also for scar contraction of the 

vagina, and for tumors. Recently it has also been 
performed for eclampsia, placenta pravia, stenosis 
of the cervix and for transverse presentation. ‘The 
mortality was 7.5 per cent, but only 3.2 per cent if 
eclampsia and malignant tumors are excluded. 
Frequently bad conditions were met, such as ex- 
aminations by ignorant and-dirty midwives, other 
operative procedures, presence of temperature pre- 
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ceding the operation, and early rupture of the 
membranes. Since 1908 the extraperitoneal meth- 
ods have been employed, but abandoned again, as 
they proved illusory. Incision through the placenta 
offers a good prognosis. Simplicity of technique is 
the keynote and there is but little danger of bladder 
injury. Dead children were found nineteen times 
in 320 cases, in twelve of which, however, the indica- 
tion was absolute. The operation was performed 
twice on the same patient in thirty-two cases with 
one death. 

Resection of the tube was employed ninety-nine 
times in twenty-five years for sterilization, the 
indications being repeated Cesarean section, tuber- 
culosis and osteomalacia. In the obstetrical clinic 
at Moscow Cesarean section on the living was 
never performed before 1889, because of absence of 
absolutely contracted pelves, poor results at other 
clinics, and poor surroundings. Between 1889 and 
1904 contracted pelves were found in twenty-three 
per cent of the cases. These were principally 
treated by prematurely induced labor and crani- 
otomy. The first Cesarean section was performed 
in 1895 with good results. Since then thirty-one 
operations have been performed, chiefly for con- 
tracted pelvis. A maternal mortality of nine per 
cent and a foetal mortality of o are recorded. Out- 
side of the clinic there were fourteen Cesarean sec- 
tions performed in Moscow between 1886-1900. 

WETZEL. 


LABOR AND ITS COMPLICATIONS 


Paine, A. K.: Some Aspects of Labor Mechanism 
at the Pelvic Brim. Boston M. & S. J., 1913, 


clxix, 154. By Surg., Gynec. & Obst. 

The author states that he finds from a study of the 
female pelvis in cadavers and skeletons that the 
promontory of the sacrum does not project a 
material distance into the inlet. He believes 
with Spiegleberg, Dorland, and DeLee that in the 
majority of vertex presentations engagement in the 
transverse diameter of the inlet is the rule. 

Paine believes that in high forceps operations the 
axis traction blades may be applied antero-posteri- 
orly to the sides of the head, provided the perineum 
is well dilated previous to the application. Very 
little force is necessary to bring the head into the 
pelvis in any case in which the operation is justifiable, 
provided the soft parts are properly dilated. 

C. H. Davis. 


Lehle: The Treatment of Frontal Presentation 
(Die Behandlung der Vorderhauptslagen). Mdinchen. 
med. Wchnschr., 1913, 1x, 860. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


This rare abnormal presentation was found 320 
times in 3914 labors of the Munich gynecological 
clinic. Concerning the etiology of the frontal 
presentation none of the commonly mentioned 
causes were frequently met with. The child plays 
the chief réle in the origin of the frontal presentation 
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small 
and middle weight were found in the overwhelming 
majority (84.3 per cent), while large children weigh- 
ing more than 3500 gm. with a normal-sized or 
over-sized head were seen in 15.7 per cent. 

The prognosis is relatively favorable for the 


more often than the mother. Feetuses of 


mother. Spontaneous expulsion of the child oc- 
curred in 77 per cent of the cases, the remaining 23 
per cent necessitating surgical intervention. The 
forceps were used 65 times (20.2 per cent), version 
and extraction 4 times (1.2 per cent), version and 
perforation of the head 5 times (1.6 per cent). The 
prognosis for the child is not so favorable. In the 
323 cases of frontal presentation 57 of the children 
were more or less asphyxiated and one died. Thirty 
children died (9.4 per cent), death being directly or 
indirectly due to the course of labor. Those deaths 
are included which took place during the first 3 or 4 
days after labor, the result of trauma sustained dur- 
ing birth (hemorrhages of the brain). In the 65 
cases which were terminated by the forceps, the 
delivery of the head was impossible seven times. 

If the extraction with forceps in frontal presenta- 
tion is impossible the author recommends the meth- 
od of repeated applications of the forceps as taught 
by Scanzoni in order to improve the position of the 
head. The operation consists in applying the for- 
ceps diagonally, the concavity being applied to the 
frontal part of the head. The head is then rotated 
to a transverse position by a simultaneous traction 
of the forceps downward. The forceps are removed 
and again applied as in the low transverse presenta- 
tion (concavity directed against the occiput). 
The head is rotated to the median position and 
delivered in the occipital posterior presentation. 
The results of the operation are very favorable. 
The technique is not difficult. All seven cases men- 
tioned above would have terminated favorably, if 
treated in this manner. 

In conclusion the following rules are given for the 
treatment of frontal presentation: 1. Long-con- 
tinued expectant treatment which results in 77 per 
cent of spontaneous births. 2. Combined external 
and internal rotation of the foetus according to 
Fehling’s method with corresponding positions of the 
parturient woman. 3. If Fehling’s method is unsuc- 
cessful, delivery of the child in frontal presentation. 
4. If these prove ineffectual, Scanzoni’s procedure 
must be performed. HIMMELHEBER. 


De Bovis, R.: Acute Dilatation of the Stomach 
During Labor and Immediately Thereafter 
(La dilatation aigué de l’estomac chez les parturi- 
entes et les nouvelles accouchées). Semaine méd., 
1913, Xxxiii, 169. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Although acute dilatation of the stomach quite 
often follows surgical operations, it is exceedingly 
rare during labor and the early puerperium, only ten 
such cases having been published thus far. These 
cases the author divides into three groups accord- 
ing to the pathogenesis. 
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In the first of these groups he places the idio- 
pathic or true obstetrical cases, i. e., those with- 
out preceding gastro-intestinal disturbance and with- 
out anesthetic during labor. Prolonged and painful 
labor, eclampsia, and constitutional injury induced 
by loss of blood, intoxication, eclampsia, or infection, 
together with an increase in the ptosis due to rapid 
delivery and traction on the mesentery may be pre- 
disposing factors. In one case of contracted pelvis 
and breech presentation, the author attributed the 
dilatation to compression of the duodenum by the 
head. In other cases the swallowing of air aided 
the dilatation which was due primarily to accumula- 
tion of gas within the bowel. 

The second group includes cases following anzs- 
thesia for such operative interference as Cesarean 
section. In these it is difficult to state how much 
the obstetrical element contributes to the purely 
surgical cause. 

In the third of his groups the author considers 
those cases in which the dilatation is merely an 
accidental complication of pregnancy as shown in a 
case of perforated gastric ulcer with intestinal ob- 
struction and in another of Cesarean section ina 
cachectic patient suffering from uterine cancer. 
In another instance the author attributed the 
dilatation to excessive loss of blood due to placenta 
previa. The mortality of the 17 cases published, 
excluding three patients who died of perforation by 
gastric ulcer, hemorrhage, and cancer cachexia, was 
3, Or 21 per cent. The treatment is the same as 
that in cases due to surgical interference, i. e., 
abdominal position, gastric sounding, and lavage. 

VASSMER. 


Ries-Finley: Uterine Dystocia, 
Mitral Stenosis. 


Secondary to 
Northwest Med., 1913, v, 196. 
By Surg., Gynec. & Obst. 

The author reports a case and tabulates the follow- 
ing general principles regarding valvular heart 
disease. 

1. Of all the varieties of chronic valvular heart 
disease mitral stenosis is most commonly accom- 
panied by heart failure during pregnancy. 

2. Aortic stenosis without mitral stenosis is rare 
in women; few cases of pregnancy in women who 
have aortic without mitral disease come under 
observation. 

3. Whensymptoms of heart failure have preceded 
pregnancy, they are made worse by pregnancy. 

4. Repeated pregnancies at short intervals cause 
greater risk of heart failure than do few pregnancies 
at longer intervals. C. H. Davis. 


PUERPERIUM AND ITS COMPLICATIONS 


Freeman: Incidence of Malaria in the Puerpe- 
rium. Southern M. J., 1913, vi, 429. 

By Surg., Gynec. & Obst. 

The author believes that malaria is a fairly fre- 

quent complication in the puerperium. He mentions 

the following points in establishing the diagnosis: 


1. Absence of any demonstrable signs of sepsis. 

2. Periodicity, or the return of the fever at a 
definite time. His experience shows that with the 
malaria there is a definite return of fever on the 
third or fourth day. 

3. Examination of the blood for plasmodia. 
Positive findings are absolute, but negative findings 
are not. 

4. Control of the fever and restoration of the 
patient by quinine. 

In the discussion, prophylactic doses of quinine 
were advised during the puerperium whenever there 
is a history of malaria. C. H. Davis. 


Ohman, K. H.: Ovarian Abscess After Labor 
(Ett Fall af pyovarium efter partus). Finska lék.- 
sdllsk. handl., Helsingfors, 1913, lv, 447. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Ohman reports a case of ovarian abscess in a 
primipara, 31 years old. The pyo-ovarium formed 
in connection with labor. The patient was success- 
fully operated upon five months after labor. Strep- 
tococci were found in the pus. The ovary was the 
size of a goose egg with one large, and several 
smaller, abscesses. The tube of the corresponding 
side and the adnexa of the other side were healthy. 
Part of the ovarian stroma was still present. Mi- 
croscopical examination showed that only the outer 
o.5 cm. of the abscess wall was intact. In this wall 
were found connective tissue proliferation, numerous 
plasma cells and polynuclear leucocytes. The 
eosinophile cells had penetrated more deeply into 
the intact tissue layer than the others. The con- 
tents of the abscess cavity consisted for the most 
part of polynuclear leucocytes, eosinophiles, a few 
lymphocytes and here and there a plasma cell. The 
bacteria did not take the stain in the sections. 

BJORKENHEIM. 


MISCELLANEOUS 


Engelhorn: The Biological Diagnosis of Preg- 
nancy (Zur biologischen Diagnose der Schwanger- 
schaft). Zentralbl. f. Gyndk., 1913, xxxvii, 731. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Engelhorn reviews Abderhalden’s method for the 
diagnosis of pregnancy and the results so far pub- 
lished that have been obtained by it. He, himself, 
has tested the dialysis method in 108 cases. In 
each instance he used the serum of both pregnant 
and non-pregnant women. The results were as 
follows: In 60 cases of pregnancy the reaction was 
positive 49 times from the fourth to the tenth month 
and negative 11 times during the ninth and tenth 
months. In 48 non-pregnant women, among whom 
were women with normal genitalia, with prolapse, 
cancer, tumors, and lying-in women, the reaction 
was positive in 31 cases and negative in 17. The 
author examined also the action of the serum of 
pregnant and non-pregnant women on coagulated 
cancerous tissue, foetal liver tissue, andovaries. The 
results were contradictory. He does not consider 
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Abderhalden’s dialysis method a specific reaction as 
a diagnosis cannot be rendered by it. RuHEMANN. 


Jellinghaus and Losee: The Sero-Diagnosis of 
Pregnancy by the Dialyzation Method. Bull. 
Lying-In Hosp., N. Y., 1913, ix, 68. 

By Surg., Gynec. & Obst. 

Their experiments are based on 563 examinations 

of different individuals and while not absolutely con- 

clusive, they favor the opinion that it is possible 

by the dialyzation method to distinguish between 

healthy pregnant and healthy non-pregnant women. 
Rosert T. GrL~More. 


Abderhalden, E.: The Diagnosis of Pregnancy by 
Means of the Dialytic and Optical Methods 
(Die Diagnose der Schwangerschaft mittels des 
Dialysierverfahrens und der optischen Methode). 
Deutsche Gesellsch. f. Gynak., Halle, 1913, May. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Abderhalden gives a review of the principles of 
ferment reaction in the body and explains the 
dialyzation and optical methods. He holds that the 
methods are theoretically correct and the bad re- 
sults reported are unquestionably due to poor tech- 
nique. 

The sources of the error are as follows: 1. The 
blood used is hemolytic or is not well centrifugalized, 
containing cells which digest in the dialyzing test. 
2. The thimbles used are not well tested and con- 
stant. 3. The organ has not been thoroughly freed 
from coagulable bodies which react with ninhydrin. 
If the serum alone and the organs alone contain each 
less than enough amino acids to give a positive re- 
action when placed together, the addition may be 
enough to give a reaction though no digestion has 
taken place. This may occur in conditions like 
carcinomata, in salpingitis and hematomata where 
proteid products are absorbed in the blood. Only a 
violet or bluish color is positive. 


Mayer, A.: Abderhalden’s Pregnancy Reaction 
(Die Abderhaldensche Schwangerschaftsreaktion). 
Deutsche Gesellsch. f. Gynék., Halle, 1913, May. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Mayer considers Abderhalden’s pregnancy reac- 
tion a valuable aid to diagnosis. By its use it is 
possible to determine whether the conception took 
place just before the first missed period or just after 
the last one. The reaction is positive in cases of 
recent extrauterine pregnancy, but negative in old 
cases in which hematoceles have formed and func- 
tionating placental tissue is no longer present. The 
chief value of Abderhalden’s method consists not in 
the diagnosis of pregnancy, but in the study of the 
pathology of the internal secretions. For the latter 
study Mayer used the male and female germinating 
glands. 

The serological behavior towards the female 
germinating glands with their great influence on the 
entire organism is of particular interest. We know 
of many diseases in which we suspect a dysfunction 
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of the ovary. Mayer included in his investigations 
cases of climacteric neurasthenia, hysteria, metro- 
menorrhagia, dysmenorrhoea, amenorrheea, myoma, 
etc., in which we often find macroscopically changed 
ovaries. The practical value of these investigations 
is shown by a positive Abderhalden reaction towards 
the ovary in a case of metro-menorrhagia and a case 
of amenorrhoea. This means that in these instances 
there was a dysfunction of the ovaries and the 
hemorrhage was odphorogenous. A curettement, 
which is the usual treatment for these cases, would 
hardly have been successful, as it attacks the endo- 
metzium and not the diseased ovary. 

Pregnancy also shows interesting conditions. 
Diseases such as osteomalacia, vesicular mole, 
emesis, and, perhaps, eclampsia, are believed to be 
due to disturbances in the ovarian function, parti- 
cularly of the corpora lutei. It is possible that the 
serum of diseased pregnant women may react differ- 
ently toward the ovary or corpus luteum from that 
of pregnant women. 


Schafer, P.: Abderhalden’s Ferment Reaction 
(Fermentreaktion nach Abderhalden). Deutsche 
Gesellsch f. Gynék, Halle, 1913, May. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Schafer examined one hundred and twenty-three 
cases with Abderhalden’s dialysis method sixty-five 
of these also with the optical method; sixty-two were 
pregnant and sixty-one were not. He found two 
incorrect diagnoses in the pregnant. Hzematoceles 
gave varying results. In the non-pregnant he had 
eleven incorrect diagnoses, the greater number of 
which were found in cases of carcinomata and 
myomata. In twenty-three cases of tumors he had 
nine failures, and in thirty-eight cases of women with 
normal genitalia or senile atrophic genitalia he had 
two failures. With the optical method correct 
diagnosis was missed twice, a positive reaction hav- 
ing been obtained in a case of myoma and a negative 
reaction in a case of cornual pregnancy at the second 
month. ‘Two cases of pregnancy and four cases of 
cervical cancer split off placental tissue as well as 
peptone-free cancer tissue. 


Petri: The Specificity of the Placenta-Splitting 
Ferments of Pregnancy Serum (Uber die Spe- 
zifitit der gegen Placenta gerichteten Fermente des 
Schwangerschaftsserums). Zentralbl. f. Gyndék., 1913, 
XXXVIl, 731. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The history and development of Abderhalden’s 
reaction is given in detail. To test the specificity 
of this reaction Petri attempted to determine 
whether the serum of pregnant women is capable 
of splitting albumin other than placental albumin, 
and whether placental albumin can be split by the 
serum of non-pregnant women. In both of his 
experiments he obtained negative results. The 
placenta was split only by the sera of two very 
anemic myoma patients, the serum of a patient 
with a tubo-ovarian cyst, and that of a patient with 
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recurrent cancer of the breast. On the theory that, 
as a protoplasm foreign to the blood, the spirochetes 
that are contained in the blood of luetic patients 
could cause the formation of ferments, the author 
examined the sera of luetics. Only cases that had 
received treatment gave positive reactions. In ex- 
planation of this remarkable fact Petri states that 
spirochetes which have not been injured are so 
powerfully viable that the organism is not able to 
form ferments against them until they have been 
weakened by mercury or salvarsan. RUHEMANN. 


Decio: The Fat ard Cholesterin Content of the 
Blood in Pregnancy and the Puerperium 
under Normal and Pathological Conditions 
(Sul contenuto in grasso e colesterina del sangue delle 
gravide e delle puerpere in condizioni normali e 
patologiche). Aww. di ostetr.e ginec., 1913, XXXv, 281. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author examined the serum of 53 pregnant, 
puerperal, and normal women to determine the 
fat and cholesterin content of the blood in these 
conditions. Blood was obtained at the same hour 
each day, 4 hours after a meal, so as to exclude 
digestion lipemia. He found a slight increase dur- 
ing the first few months of pregnancy, gradually 
increasing until the end. The same findings are 
present during labor and early puerperium as during 
the last months of pregnancy. No difference 
existed between primipara and multipara. 

The cause of the accumulation of fatty substances 
the author attributes to a decrease in the lipolytic 
ferment, to a general sluggishness of the processes 
of oxidation in the pregnant organism and to an 
increased assimilation of food. The increased 
activity of the organs of internal secretion, espe- 
cially of the adrenal and corpus luteum, may 
account for the production of lecithin and choles- 
terin. In eclampsia the fatty substances are par- 
ticularly increased. The author considers the 
cholesteremia a protection against the toxins of 
pregnancy. For figures and the method of pro- 
cedure the reader is referred to the original. 

SEMON. 


Fraenkel: Internal Secretion and Pregnancy 
(Innere Secretion und Schwangerschaft). Deutsche 
Gesellsch. f. Gyndk., Halle, 1913, May. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

1. The antibodies which Fraenkel used in the 
treatment of osteomalacia are biological, not bio- 
chemical. They are the secretions of the other 
blood-forming glands which have become dormant 

in the serum of those castrated. 2. Fraenkel did 

not find interstitial glands in the uterus walls in his 

far-reaching comparative examinations and they 
were not confirmed by anyone in the transactions 
of the Congress. However, the reproductions of 
specimens made by Seitz and Wallart convinced 
him that it may occur. Their inconsistence, how- 
ever, excludes a specific function. 3. The claim 
that ovulation regularly occurs during the inter- 
menstruum has been confirmed by Villemin, John 
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Miller, Robert Meyer, Seitz and Schroeder. Seitz 
justly criticises Fraenkel for making macroscopical 
examinations in living persons with healthy internal 
genitalia. However, this is better than all the other 
methods which make use of extirpated diseased 
genitalia, since the exact determination of the age of 
the corpus luteum cannot be made microscopically. 
4. The corpus luteum law has not been doubted by 
anyone. Seitz and Landsberg confirm it, using 
entirely different methods. 


Josephson, C. D.: The Proof of the Presence of 
Spermatozoa in the Cervical Canal in Two 
Cases of Rape Eighteen Hours after the Per- 
petration of the Crime (Spermatozoer pavisade i 
cervix uteri i tva fall av valdtikt 18 timmar efter 
valdet). Allm. sven. Lékartidn., Stockholm, 1913, x, 


cate 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
The author describes two cases in which he was 
able to demonstrate the presence of spermatozoa in 
the cervical discharge eighteen hours after the perpe- 
tration of rape. None were found in the vagina. 
In one case the discharge was removed with a 
cotton swab on a metal applicator and spread on a 
glass slide; in the other it was obtained with a 
Braun’s syringe. Several applicators saturated 
with wood vinegar were then introduced into the 
uterine cavity to prevent conception if possible. 
The author refers to the studies of Blumm and 
Runge in regard to the length of time that sper- 
matozoa may survive in the vagina and uterus, and 
discusses the methods of examining for them in 
these organs. ByJORKENHEIM. 


Warnekros: Placental Bacterzemia (Placentare Bac- 
teriimie). Deutsche Gesellsch. f. Gyndk., Halle, 1913, 


May. 
By Zentralbl. f. d. ges. Gynaik. u. Geburtsh. s. d. Grenzgeb. 


The usual positive findings in the blood during 
febrile abortion have led the author to bacteriologi- 
cally examine the blood of patients during pyrexia 
in the course of labor. In each case the examina- 
tions were systematically conducted as follows: 1. 
Removal of secretions from the uterine cavity before 
delivery. 2. Blood was obtained from the veins 
before and after delivery. 3. Bacterioscopical stain- 
ing of microscopic sections from the placenta and its 
membrane. 

Of the thirty cases examined the temperatures 
were always higher than 38.5° C. The blood tests, 
always made before delivery if high temperatures 
or rigors occurred, were positive in twenty-one; 
i.e, more or less numerous colonies of bacteria 
were demonstrated in the large glucose agar tubes. 
Infections were mostly mixed. The examination of 
the blood which was removed after delivery remained 
sterile with one exception. This patient died three 
days post-partum from sepsis. Another patient 
succumbed to tuberculosis which rapidly progressed 
during the puerperium. In all the other cases the 
fever subsided rapidly and the patients were dis- 
charged cured. Both blood examinations remained 
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sterile in nine cases, bacteria not being found either 
before or after delivery. None of these women died. 

The fever is caused by the bacteria or by an 
absorption of their toxins. These sporadic findings 
in the blood which are positive only during labor 
find an anatomical cause in the placenta. The pla- 
cent were delivered under aseptic precautions; 
portions were cut out in different places, embedded 
and stained for bacteria. The examination showed 
that the germs were found in the subamniotic layer 
of the chorion in all protracted labors and it did not 
matter whether bacteria were demonstrated in the 
blood or not. In those cases in which the blood 
findings were positive the bacteria traveled from 
the amniotic cavity through the entire layers of 
the membranes and the decidua basilaris which was 
thickly permeated with bacteria, especially at its 
lower placental pole. An invasion from the decidua 
into the intervillous spaces could be observed. 

Numerous bacteria were also found within the 
placenta between the villi. The behavior of the 
bacteria in these temporary placental bacteremias, 
towards the uterine wall is of special interest. A 
positive proof of this is naturally rendered with 
difficulty, as cases which recover could not be used 
for this investigation. However, such a uterus was 
obtained for an examination. It was from a patient 
who entered the hospital with a very high fever. 
Streptococci grew in the blood which was obtained 
before delivery. Labor was terminated by a perfor- 
ation of the dead child. The patient died from a 
severe anesthesia asphyxia after the delivery of the 
child. The placenta was still in the uterus. The 
organ with the placenta was removed in toto, hard- 
ened, and cut in sections. The bacterioscopic 
examination showed an infection of the placenta. 
The bacteria had permeated the amniotic membranes 
and were seen in the intervillous spaces. ‘They were 
further seen in the canals of the afferent veins. 
However, an infection of the uterine walls had no- 
where taken place, the uterine musculature being 
absolutely free of any bacteria, so that a purely 
placental infection existed. ‘This case must be con- 
sidered as one of those in which the patients have 
fever during labor, have bacteremia, are immediately 
delivered and then rapidly recover. 

Warnekros concludes that if bacteria reach the 
uterine cavity after a premature rupture of the sac, 
a bacterial decomposition of the amniotic fluid 
ensues. If the blood remains free from bacteria, the 
clinical picture 1s less stormy and pronounced rigors 
areabsent. The rise in temperature is a result of an 
absorption of toxins from pathogenical micro-organ- 
isms, these toxins being formed in the uterus. This 
primary toxemia is only a transitional stage sooner 
or later followed by an invasion of the bacteria into 
the blood stream. Hence all forms of severe fever 
during labor are acute placental bacteremias. The 
indication for treatment resulting from these in- 
vestigations is that where women have a rise in 
temperature during labor, they must be delivered 
immediately. 
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Bordé: The Location of the Placenta (Sulla sede 
della Placenta). Amn. di ostetr. e ginec., 1913, XXXV, 


248. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Bordé, on too after-births in which the exit of 
the child through the membrane could be seen dis- 
tinctly, measured the least and the greatest distance 
of the edge of the placenta from this opening so as 
to determine the seat of the placenta. In 65 cases 
he found the edge of the placenta not more than 8 
cm. from the uterine os; 11 of these were primipara. 
In 25 cases the placenta was only 4 cm. or less from 
the outlet of the uterus; 38 times he found it between 
4cm.and8cm. Bordé considers that the placenta 
usually is located in the lower part of the uterus. 

WIEMER. 


Costa, R.: The Placenta of Giant Infants (Osser- 
vazioni sulle placente dei feti macrosomi). Amn. di 
ostetr. e. ginec., 1913, XXXV, 253. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


On the basis of the findings of the microscopical 
examinations made in twenty-eight cases of giant 
foetuses the author divides the placente into two 
groups. Those of the first group are characterized 
by a finer structure which is essentially the same as 
that of children of normal growth. Those of the 
second group have a decidedly greater number of 
chorionic villi, which are mostly small and densely 
crowded together, a marked development of the 
capillary vessels within the villi, and a striking 
congestion of the intervillar spaces. Both groups 
show a pronounced deposit of fat, with the smaller 
fat droplets in the periphery, and the larger ones in 
the center, of the villi. On account of these findings 
the giant growth is thought to be due to an increase 
in the foetal metabolism. COLOMBINO. 


Asch: Intra-Uterine Sucking (Uber intra-uterine 
Ernaihrung). Monatschr. f. Geburtsh. u. Gynak., 1913, 
XXVvii, 701. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Asch observed in a corresponding location on the 
skin of both forearms of an overmatured child a 
defect which resembled a burn. When the arms 
were brought close to the child’s mouth it immediate- 
ly began to suck on the injured portion. Asch 
later observed another child who had distinct suck- 
ing marks on the forearm and the backs of the hands. 
He concludes that children may practice nursing 
during intra-uterine life and that to this circum- 
stance the described changes in the skin are due. 

ZINSSER. 


Zangemeister: A Young Human Embryo (Junges 
menschliches Ei). Deutsche Gesellsch. f. Gynék., Halle, 
1913, May. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author demonstrated sections of a young 
human embryo. It was characterized not so much 
by its youth as by the fact that it filled out an em- 
bryological link. The uterus was extirpated in this 
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case eleven days after a period was missed. The 
embryo was about twenty-one days old according 
to embryological data. The uterus was carefully 
opened and immediately preserved. A number of 
pictures were made. In the first picture was seen 
the anterior surface of the uterus with the groove 
opposite the egg capsule; in the second was seen the 
posterior surface with the flat ovum deeply embedded 
in the thickened mucous membrane. The ovum 
itself measured only 11 mm. In the third and fourth 
pictures the ovum was opened; one could see the 
broad villous space, the cavity andtheembryo. The 
first microscopical picture showed the numerous 
dilated glandular spaces; around them the compact 
layer and then the villous zone with the intervillous 
spaces. The villi were without vessels and the 
intervillous spaces were filled with cloudy albumen- 
like material. It was especially noticeable that 
although it was not a very young ovum, neverthe- 
less there was no blood in the intervillous spaces. 
It could, therefore, be concluded that blood is not 
normally found in the intervillous spaces so early 
in the human, and that nutrition must take place 
from the substance mentioned. 

The extensive development of the mesodermal 
part of the villi was remarkable when the smallness 
of the embryo was considered. The embryo was 
connected to the chorion by means of the abdominal 
pedicle. The amniotic cavity was a flat space sur- 
rounding the dorsal side of the embryo. The next 
picture showed the same parts but much enlarged 
and showed the still open medullary groove. From 
the bowel anlage a small protrusion was given off, 
the allantois. In the abdominal pedicle numerous 
vessels were observed. ‘The next section passed 
through the middle of the body. Here again could 
be seen the small amniotic cavity. The yolk sac 
was represented by a thin-walled, lax, much folded 
sac. Above the cord was found the closed spinal 
canal; on both sides of it could be seen segmented 
somites; to their side the somatic plates with the 
celomic fissure which was continued into the 
exoccelum. 

In addition to the demonstration the author 
discussed the age of the embryo. A large number of 
young human embryos are now on hand. If these 
dated from a definite phase of the ovulation and 
menstruation cycle, i. e., if fecundation occurred only 
in a limited period of the ovulation cycle, then the 
different ova insofar as the relation to the last 
menstrual period is concerned, would make a regular 
curve, presuming a similar rate of growth for all. 
The author investigated the different reported ova 
according to size and age after the last menstrual 
period. He found that the facts so ascertained 
regarding them are spread out over a considerable 
space of time and that it is utterly impossible to 
plot a curve. From this we can conclude that the 
age of the ovum may show considerable variation 
even though the interval after the last menstruation 
is the same. If one now considers the age according 
to embryological development it can be seen that 


fecundation may occur at any time between two 
periods, but that the time when fecundation is most 
likely to occur is about a week before the first period 
missed. If the age is correct when judged according 
to embryological development, then the different 
ova ought to render a definite curve. That is indeed 
the case. The curve produced by the length of the 
embryo and of ova is almost identical with the above 
curve. From these curves the age of the embryo 
when judged according to development is approxi- 
mately correct. 

In regard to the absolute age of the ovum nothing 
definite can be stated in the human as the assumed 
latent period (in which no growth can be demon- 
strated) may be considerably shorter than sup- 
posed. From a study of the curves the author 
would rather believe that to be the case. If that is 
a fact, then all the known ova are considerably 
younger than they are supposed to be. This, how- 
ever, may be ascertained later by further studies on 
animals, which can be accurately controlled. 


Wagner, G. A.: Contributions to the Question 
as to the Origin of the Amniotic Fluid, with 
Pathological-Anatomical, Experimental, and 
Clinical Examinations of the Functions of 
the Foetal Kidneys (Beitrige zur Frage der Her- 
kunft des Fruchtwasser mit pathologisch-anatomi- 
schen, experimentellen und klinischen Untersuchungen 
iiber die Funktion der fétalen Nieren). Leipzig and 
Vienna: Deuticke, 1913. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

To date, the question as to whether normally the 
foetus secretes urine in utero has not been answered. 
The author has attempted to solve the problem by 
pathological-anatomical, experimental, and clinical 
investigations. He concludes that the foetal kidney 
does not functionate under normal conditions and 
therefore does not take part in the formation of the 
amniotic fluid. 

The report contains also a detailed account of 
foetal malformations such as closure of the urethra, 
dilatation of the urinary bladder, and hypo- and 
hyperplasia of the kidney. It gives also a descrip- 
tion of the experiments undertaken to determine 
the function of the foetal kidneys, and the results 
of the examinations of the urine of the new-born. 
An extensive bibliography is appended. 

ZANGEMEISTER. 


Bublitschenkao, L. I.: Blennorrhoea of the New- 
Born and Its Prevention (Blennorrhoea neona- 
torumundderen Verhiitung). Med. Rundschau, 1913, 
xl, 540. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Examination was made of smears and cultures of 
the secretion from the eyes of new-born children 
affected with gonorrhoeal and non-gonorrhceal dis- 
eases. The author is of the opinion that the con- 
junctiva of the new-born, especially in the first days 
of life, is comparatively more sensitive to all kinds 
of inflammatory diseases than the conjunctiva of 
adults. The causative factor of the severe eye in- 
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flammations is usually the gonococcus. Also at times 
this coccus may produce merely a slight catarrh. 
It is possible that more than one half of the blennor- 
rhoeas are produced by streptococci, pneumococci, etc. 
There are also blennorrhceas the biological causative 
factor of which cannot be determined. Intra- 
uterine blennorrhoeas usually result from a dissemi- 
nation of the infecting agents through high lacera- 
tions of the amniotic membranes. 

The author gives statistics of the prophylactic 
treatment of gonorrhoea with different remedies and 
in conclusion reports his own experience. He pre- 
fers weak, non-irritating solutions such as 5 to 10 per 
cent solutions of protargol as recommended by Ahl- 
feld, and especially a solution of sublimate 1:4000. 
He states that as the result of the regular disinfec- 
tion of the hands of the attendants and the bodies 
of the parturient women with a 1:2000 solution of 
sublimate, and of the eyes of the new-born with a 
1:6000 solution of sublimate, the number of con- 
junctivitides was reduced from 0.3 per cent in 1904- 
1907 to 0.17 per cent in 1909-1911. KRINSKI. 


Nadory, B.: Simple Surgical Treatment of the 
Umbilical Stump (Einfache chirurgische Versorg- 
ung des Nabelschnurrestes). Zentralbl. f. Gyndk., 
1913, XXXVii, 765. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The method recommended by the author complies 
with the three requirements of Ahlfeld; i. e., that 
there be positive prevention of an infection, protec- 
tion against secondary hemorrhages, and no neces- 
sity for after-treatment. As soon as the pulsa- 
tion of the umbilical cord ceases, the cord is tied 
tightly with a heavy silk ligature at the line of de- 
markation between the skin and Wharton’s jelly. 
The cord is then cut short. The stump and um- 
bilical ring are painted with tincture of iodine. 
The child can be bathed daily if an application of 
the tincture of idoine is made after the bath. The 
umbilical stump will fall off on the second or third 
day. The umbilical funnel heals rapidly. J. Vorcr. 


Freudenthal: A New Procedure for the Enlarge- 
ment of the Generally Contracted Pelvis (Ein 
(neuer) Kunstgriff zur (unblutigen) Erweiterung des 
grad-verengten Beckens). Berl. klin. Wchnschr., 1913, 


, 688. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author reports his method of gaining more 
room in contracted pelvis. It is as follows: After 
rupture of the membranes, the entrance of the head 
is aided as follows: A roll is laid under patient’s 
back, each knee is grasped by an assistant, (leg 
pointing outward) and during each pain it is 
brought closely to the median line of the abdomen, 
even pressing against it. Labor is rapid and un- 
eventful. 

The explanation is as follows: On account of the 
passive fixation of the femur, the gluteal muscles 
inserted on the trochanters are contracted in the 
effort to stretch out the legs, nolens volens, and exert 
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outward traction on the ilia. Stretching of the 

sacro-iliac ligaments results, the promontory recedes 

and the antero-posterior diameter is increased. 
WETZEL. 


Von Hoytema, D. G.: The Use of Pituitrin in 
Obstetrics (Pituitrine in de verloskundige prak- 
tyk). Nederl. Mandschr. v. verlosk. en Vrouwenz., 
1913, li, 296. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


From his own practice and that of his colleagues 
the author has collected 88 obstetrical cases in 
which pituitrin was employed. In 11 of these it 
was used for post-partum hemorrhage; in the re- 
maining 77, aS an ecbolic. In four cases no result 
was obtained, and in three they were doubtful. 
In ro cases there was a moderate, and in 56 cases, 
a definite, increase in the contractions. In 7 
instances it caused powerful contractions. Of the 
77 children delivered, 10 were slightly asphyxiated 
and 7 were dead. Of the latter, 3 were dead before 
the beginning of labor. STRATZ. 


Rowland: Pituitary Extract in Obstetrics. Mary- 
land M. J., 1913, lvi, 161. By Surg., Gynec. & Obst. 


In this article the author illustrates the effect of 
pituitary extract in the induction of labor, the treat- 
ment of abortion, and its effect on cases in first and 
second stages of labor. Four case reports illustrate 
the induction of labor and treatment of abortion. 

Concerning the use of pituitrin in the first and 
second stages of labor, the author cites twenty-one 
cases in which the drug was used. In these cases 
the external os was for the most part slightly dilated 
and the indication for the use of the drug was in- 
effectual pains. 

In this series Rowland gives four tables of pains, 
pulse, and blood-pressure to show the relationship 
of one to the other. In one or two cases the 
pituitary extract seemed to have no effect, but in the 
majority of cases pains were increased and labor 
hastened. In only two of the cases was the foetus 
asphyxiated or in any way harmed; one was a forceps 
delivery and the other was also a forceps delivery in 
an eclamptic after a convulsion, in which instance the 
child was born dead. 

The author states that he got satisfactory results 
in all cases where there was some dilatation of the 
cervix or where the head was engaged. In two cases 
pituitrin was successful in a single dose after an 
attempt at forceps delivery had failed. Also when- 
ever the head is on the perineum the delivery is al- 
ways prompt. 

Conclusions. 1. Pituitrin is efficient to finish abor- 
tion and to induce labor in conjunction with other 
means. 2. It usually causes advancement of the 
head with the cervix half dilated. 3. It is most 
successfully used in the last half of the second stage 
of labor to save delivery by forceps. 4. It probably 
causes no danger to the child. 6. It should not be 


used in toxic conditions with high blood-pressure. 
EUGENE Cary. 
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Heaney, N. S.: 


A Contribution to the Study of 
Pituitrin. 


Surg., Gynec. & Obst., 1913, xvii, 103. 
By Surg., Gynec. & Obst. 

This article is the result of a clinical and laboratory 
investigation into the physiological effects of 
pituitrin. It is divided into two parts, the first 
taking up the effects of pituitrin upon the normal 
and elevated blood pressures of human beings, and 
the remaining part, the effects of pituitrin upon the 
lactating mammary glands. 

Heaney finds that the effects of pituitrin upon the 
circulation are directly dependent upon the route of 
administration. When given intravenously it pro- 
duces an immediate and profound disturbance, a 
marked increase in blood-pressure of from 20 to 60 
mm., and a lowering of the pulse of from 10 to 30 
beats per minute, this being accompanied by marked 
systematic effects, pallor, great anxiety and symp- 
toms resembling collapse. The disturbance is of 
brief duration, but is severe during the 3 to 4 minutes 
that it lasts. 

Given by intramuscular injection, pituitrin in- 
fluences the circulation only occasionally and then 
but slightly. The subcutaneous administration has 
no pressure efiects. 

Because of the possibility that an unrecognizable 
circulatory disturbance may contra-indicate a 
sudden rise of blood pressure, Heaney advises giving 
pituitrin intravenously only in grave emergencies, 
such as severe post-partum haemorrhage. The 
subcutaneous method should be the routine proce- 
dure, care being taken to avoid puncturing a blood- 
vessel and introducing this powerful substance into 
the blood-stream. 

In his inquiry into the asserted galactogogic action 
of pituitrin upon human beings and animals, Heaney 
was unable to demonstrate clinically that the ex- 
tract has any effect. He thought that the ejection 
of milk observed by the original experimenters, 
which occurred immediately upon the intravenous 
injection of the hypophysis, might be another expres- 
sion of the already well-known effects of this sub- 
stance on the smooth muscle fibres of the body. In 
these instances it showed its action on the breast mus- 
cle bundles, which by their contraction produced a 
squeezing-out of the milk contained in the breast. 
Heaney repeated his animal experiments upon hu- 
man beings, using an instrument to measure the 
contraction of the breast instead of a cannula in- 
serted into the nipple. In every observation he 
obtained definite evidence that the breast con- 
tracted measurably when the patient received 
pituitrin intravenously. The knowledge that the 
breast contracts as a result of this medication, 
together with the negative clinical results obtained 
when he tried to increase the milk supply in mothers 
with failing lactation, leads him to conclude that the 
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results of the earlier workers in this field were wrong- 
ly interpreted; that the stimulus which extracts of 
the hypophysis seems to give to the milk-flow is 
really an assertion of the etfect that this substance 
has on all smooth-muscle fibers. 


Vortisch-van Vloten: Statistics of a Chinese 
Policlinic (Statistik einer chinesischen Poliklinik). 
Arch. f. Schiffs- u. Tropen-ITyg., 1913, xvii, 253. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author was consulted 16,000 times by 5,500 
Chinese during 1909-1912 when he conducted the 
hospital Yin Asi in the central part of the province of 
Canton. Over 3,600 case histories are available. 
Here only the obstetric and gynecological material is 
discussed. Four cases of birth anomalies occurred, 
three of puerperal fever, 14 of menstrual anomalies, 
2 of disturbances during pregnancy, 8 of mammary 
abscesses and tumors, 4 cases of vaginal and uterine 
catarrh, 2 of vaginal prolapse, and one of ovarian 
tumor. 

The following operations were performed: 2 
colporrhaphies, 1 bladder-stone, 1 extirpation of a 
cancerous vulva. The female residents of that 
district avoid the “devil’s doctor;”’ a European mid- 
wife has never been called to a confinement among 
them. In another district three to four days distant 
however she is called quite commonly. Female 
children are of little consequence in China; they 
are frequently killed after birth, or if later they prove 
weaklings, are starved. The care of the umbilical 
stump is bad; the cord is not dressed, even after the 
stump falls off. If suppuration sets in chewed leaves 
are applied; if haemorrhage occurs, tobacco or earth 
are put on so that tetanus commonly results. In 
spite of continuous nursing for two to three years the 
infant mortality is high, as the children are given 
everything else in addition. 

In cases of pathological labors the author was 
always called too late. The Chinese women cannot 
believe that European physicians have learned the 
obstetrical art. Labors are usually easy; the hips 
are well developed under the loose mode of dress. 
Mid-wives are rare; usually mothers-in-law or neigh- 
bors render the necessary aids without any asepsis. 
If the labor is prolonged internal and external mas- 
sage is resorted to. The after-birth is removed by 
traction on the cord or by mammal extraction. 
Labor and puerperium are frequently surrounded 
by superstition and idolatry. 

Among the Europeans there were many menor- 
rhagias and abortions during the first to the third 
month, probably induced by a latent malaria. 
Labors in Europeans were usually normal. 

The author presents literature in regard to Chinese 
physicians and their methods of treatment. 

Von MILTNER. 








GENITO-URINARY SURGERY 


KIDNEY AND URETER 


De Berne Lagarde and De Beaufond: The Supra- 
renal Capsules in Cancer of the Kidney (Les 
capsules surrénales dans le cancer du rein). Arch. 
urol. clin. de Necker, 1913, i, 72. 

By Journal de Chirurgie. 

Taking up in detail a discussion which was started 
before the French association for the study of cancer, 
the authors state that nothing authorizes systematic 
ablation of the suprarenal capsule in the course of 
nephrectomy for cancer such as was once recom- 
mended by Grégoire. 

After a detailed anatomical study of the blood 
vessels and the lymphatics of the suprarenal, they 
point out the theoretical dangers of unilateral 
suprarenalectomy as long as our means for investi- 
gating the functional value of these glands in a speci- 
fic case, and especially the independent value of each 
one of them, are inadequate. In the anatomo- 
pathological chapter they show how rare and often 
vague are the observations that are published con- 
cerning the condition of the suprarenals in the course 
of cancer of the kidney. By means of a letter writ- 
ten to them personally they prove that Israel did 
not recommend ablation of the suprarenal in the 
course of nephrectomy for cancer as he is quoted as 
having done. They then describe seven hitherto un- 
published studies of the suprarenals in cases of can- 
cer of the kidney. Three of these belonged to 
Legueu and four were mine. Their conclusions are 
as follows: Of the thirty-seven observations in 
which mention was made of the suprarenal capsules, 
no information as to their condition was given in 
four cases; in eighteen cases the suprarenals were 
intact, and in fifteen cases they were neoplastic. 
In eleven of the fifteen cases in which the suprarenals 
had been invaded there were accompanying metas- 
tases in the lungs, the liver, the bones, and the 
nervous system, and in two of these the suprarenal 
metastasis was located on the side opposite to the 
cancer of the kidney. Therefore the disease of the 
suprarenal may be considered a regular metastasis, 
a sign of generalization. The systematic ablation of 
the suprarenal in the course of a nephrectomy for 
neoplasm is not recommended. 

Maurice CHEVASSU. 


Krotoszyner: On the Differential Diagnosis of 
Appendicitis and Nephrolithiasis. Cal. St. J. 
Med., 1913, xi, 287. By Surg., Gynec. & Obst. 

The author reported a case of an apparent right- 
sided nephrolithiasis, which proved to be an ap- 
pendicitis with several fecal concretions. 

The diagnosis was made from pain on micturition, 
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agonizing in character. The urine was cloudy with 
abundant pus microscopically; meatoscopy showed 
no urine from the right side, while the right ureteral 
catheter met an obstruction 15 cm. from the vesical 
outlet. Chromocystoscopy showed no color from 
that side within an hour. Radiography showed 
apparently normal kidney shadows on both sides, 
with two small well-defined shadows on the right 
side of the spinal column at the site of the ureteral 
impediment and apparently in the course of the 
ureter as ascertained by a shadow-casting ureteral 
catheter. 

On operation the right ureter was found embedded 
in dense adhesions, and in the attempt to free them 
the peritoneum was opened and a long and tortuous 
appendix was found as a part of the adhesions up- 
ward and downward to a point near the insertion 
of the bladder. 

Since the operation, no urine can be obtained from 
the right side and the obstruction is still present 
at the same site, but as the patient suffers no dis- 
comfort she refuses further interference. 

Louis Gross. 


Ghoreyeb: A Study of the Mechanical Obstruc- 
tion to the Circulation of the Kidney Pro- 
duced by Experimental Acute Toxic Nephrop- 
athy. J. Exp. Med., 1913, xviii, 29. 

By Surg., Gynec. & Obst. 

In a study of the influence of disease on the circu- 
lation of various organs, as shown by the perfusion 
method, Ghoreyeb came to the following conclusions 
as regards the kidney: Blood serum is the most 
satisfactory fluid available. There is some impedi- 
ment to the circulation of serum through kidneys in 
which nephropathy has been produced by uranium 
nitrate, potassium chromate, potassium arsenate, 
cantharidin, and diphtheria toxin. The histological 
changes in the cells of these kidneys — swelling of 
the epithelium and changes in the glomeruli — are 
such as would produce obstruction. The circulatory 
obstruction is greatest in those kidneys in which the 
above changes are most marked. In the kidneys in 
which the drug has caused destruction of the cells 
the impediment is less marked than in those in which 
the cells are swollen but otherwise intact. 

The impediment to the flow of perfusing serum is 
in direct relation to the anatomical obstructive 
lesion, and tends toward normal with the cessation 
or healing of the process. Bacteria, though present 
in large numbers, impede but little the flow through 
the kidney. Rabbits may have spontaneous 
nephropathy and show no casts or albumen. A 
certain amount of obstruction is noted in these cases. 

James F. CaurcHILL. 
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Payne and Macnider: An Experimental Study of 
Unilateral Hematuria of the So-Called Essen- 
tial Type. Surg., Gynec. & Obst., 1913, xvi, 93. 

By Surg., Gynec. & Obst. 

Payne and Macnider review the literature on 
this subject and report five cases of unilateral 
hematuria of the so-called idiopathic type, which 
were relieved of allsymptoms by nephrotomy. The 
authors are inclined to believe that in the majority 
of these cases the condition is one of chronic 
inflammation of one type or another. A series of 
experiments was conducted for the purpose of exclud- 
ing certain acutely developing vascular changes as 
being the principal cause for the occurrence of blood 
in the urine. 

The experiments came in three groups: (1) 
Those in which it was attempted to induce a hama- 
turia by interference with the vaso-constrictor 
nervous mechanism of the kidney. (2) Those in 
which a hematuria was attempted by the introduc- 
tion of a nephrotoxic substance into the renal artery 
which had a special affinity for the vascular element 
of the kidney. (3) Those in which the blood supply 
to the kidney was interfered with by occluding the 
renal artery by the use of a clamp. These experi- 
ments would, therefore, apparently contradict 
Klemperer’s theory that angioneurotic oedema, and 
also Albarran’s idea that a slight lesion of nephritis, 
is a sufficient cause of the unilateral hematuria. 
Finally it seems most probable, since acute nephritis 
can be eliminated, that the clinical condition is due to 
a chronic nephritis; one in which there is a rupture 
of a glomerular vessel and the bleeding kept up by 
the high local pressure so constantly found in chronic 
nephritis. 


Newman, D.: Renal Varix and Hyperemia as 
Causes of Symptomless Renal Hzmaturia. 
Brit. J. Surg., 1913, i, 4. By Surg., Gynec. & Obst. 

The author states that there is always a cause for 
symptomless renal hematuria. This article deals 
with two of the more obscure causes, namely, 
renal varix and renal hyperemia. The only symp- 
tom of both these conditions is a painless hematuria. 
The fact that the blood comes from the kidney is 
established by means of the cystoscope. As a rule, 
rest has little effect upon the hemorrhage from renal 
varix, but it may temporarily stop the hemorrhage 
from renal hyperemia. 

If in the treatment of these cases the bleeding does 
not respond to rest, the kidney should be exposed 
and its position examined. Any pressure or distor- 
tion of the renal vein should be removed and the 
kidney anchored in such a position that a twist or 
pressure cannot recur. If the kidney position seems 
normal, the kidney should be split, and the papille 
carefully examined for varices. Any varices found 
should be removed either by cauterization, or by 
cutting away the papille. 

Sometimes it is impossible by operation to find the 
source of the hemorrhage and even after the kidney 
is split, the bleeding may continue. If the hemor- 
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rhage is severe and the patient is getting weak, the 
kidney should be removed. 

The technique recommended for splitting the 
kidney is to passa silver wire, threaded upon a liver 
needle, into the pelvis of the kidney and out again. 
The wire should then be drawn through the kidney 
substance with a sawing motion. _ V. LEspINAsseE. 


Israel, W.: Pyelotomy (Zur Pyelotomie). 
Urol., 1913, Vii, 524. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Zischr. f. 


In Israel’s clinic pyelotomy is given the preference 
over nephrotomy. However, in forty-two consecu- 
tive operations for renal calculus nephrotomy has 
been performed eighteen times during the past three 
and a quarter years. The author emphasizes the 
importance of a good X-ray picture. In pyelotomy 
drainage was employed only when there was much 
sand or gravel present and then only with a view to 
later pelvic irrigation. The pelvic wound healed 
without the formation of a fistula even when it was 
not possible to suture it exactly. The peripelvic 
fat was carefully sutured in all cases. SCHULZE. 


Corbett, F. J.: 
tis. 


A Form of Experimental Nephri- 
Urol. & Cutan. Rev., 1913, xvii, 358. 
By Surg., Gynec. & Obst. 

The author divides his studies into three groups. 
In the first group he describes the condition of kidneys 
after the ureter has been tied for twenty-four hours, 
six days, and twenty-six davs. The twenty-four 
hour kidney he found to be larger and heavier than 
normal. It presented a mottled appearance upon 
section. The convoluted tubules might have a di- 
lated lumen, a compressed epithelium often showing 
obliteration, and degeneration or necrosis of the 
epithelial cells. The blood vessels were dilated. 
The six-day kidney was pale, oedematous, and in- 
creased in size. There was a deformity of the tu- 
bules and round-celled infiltration. The twenty-six 
day kidney was white in color and presented a 
picture of extreme hydronephrosis. The tubules 
were dilated, the epithelium deformed, and fatty 
changes were noted in the epithelium. The epithe- 
lial cells were pigmented. 

In the second group Corbett assembles those kid- 
neys in which there had occurred marked fatty 
changes accompanied by a deformity of the tubules, 
but with very little cell necrosis or degeneration and 
comparatively little interstitial change. In these 
kidneys he found that fatty degeneration began in 
the twenty-four hour kidneys and extended through 
the whole series in a large per cent of the cases. 

In the third group the author cites only one case. 
This was as follows: ‘The cross section showed a 
great deal of cedema and in one place an infarct. 
Cultures from the urine were sterile. In the areas 
remote from the infarct the microscopical picture 
showed so much cedema that some of the tubules 
seem to be actually compressed. The cells of these 
tubules appeared swollen and abnormal. ‘These 
pictures suggested potential atrophy. Aside from 
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this example of primary atrophy, no other was en- 
countered. 

Corbett’s conclusions are as follows: The histologi- 
cal picture resulting from atresia of the ureter may 
belong to any one of the following groups: (1) 
pictures closely resembling nephritis; (2) pictures of 
fatty change; (3) pictures presenting oedema with a 
possible suggestion of atrophy. There is no definite 
proof to show that the changes are mechanical or due 
to a nephrotoxic substance. A. C. STOKEs. 


Pousson, A.: Indications for Operation in 
Chronic Nephritis (Indications opératoires dans 

les néphrites chroniques). J. d’urol., 1913, iii, 717. 
By Journal de Chirurgie. 


The therapy of chronic nephritis is purely symp- 
tomatic and the frequent impotency of medical 
treatment has caused surgeons to attempt to re- 
strict the spread of the trouble and to remove any 
mechanical obstruction to function. To overcome 
the effects of congestion on the kidney with its 
inelastic capsule, decapsulation and nephrotomy 
have been performed. Both operations reduce the 
intrarenal tension. The second, by the abundant 
hemorrhage that it causes, relieves the system of a 
part of the toxins that have accumulated in the 
blood and thus lessens the vascular tension. It also 
terminates the capillary paralysis which was pre- 
venting serous transudation. Decapsulation should 
be used in the less serious cases; nephrotomy, when 
there is serious uremic intoxication, subcutaneous 
oedema, oliguria, anasarca, and high blood pressure. 
The mortality of operation is only 13 per cent. 
The danger is least in cases of cedema alone, is 
greater in cases of uremia either alone or associated 
with oedema and with oliguria, and is greatest in 
cases of uremia associated with oliguria without 
cdema. From the point of view of permanent 
relief, the results are best in cases of oedema alone or 
of oedema associated with uremia or oliguria. 
Next best are those obtained in cases of uncompli- 
cated uremia. Third best are the results obtained 
in cases of uremia complicated by oliguria, and 
fourth, those obtained in cases of uremia associated 
with oliguria and oedema. 

Indications and contra-indications for operating: 

1. Urinary syndrome. ‘This syndrome, the most 
constant of all, consists in quantitative and qualita- 
tive changes in the urine, and the presence in the 
urine of albumin, cylindrical casts, leucocytes, and 
red blood corpuscles. Persistent oliguria and 
diminished salt content are indications for opera- 
tion; the amount of albumin is not an indication. 

2. Choluremic syndrome. Theindications vary 
according to whether the dropsy is located in the 
subcutaneous cellular tissue, the large serous cav- 
ities, or the viscera. Anasarca is an indication; 
ascites is not a contra-indication, but hydro- 
pericardium and hydrothorax and cedema of the 
lung increase the operative risk. 

3. Cardio-vascular syndrome. Myocarditis with 
dilation of the heart, hypertrophy of the left side 
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of the heart with a violent beat of the apex and 
gallop rhythm are contra-indications, as is also 
Bright’s pericarditis. Hypertension of the arteries 
accompanied by true hypertrophy of the heart is an 
indication. 

Functional troubles of vision due to a slight in- 
toxication of the encephalic nerve centers may be 
helped by operation, but changes in the optic nerve 
and retina cannot. J. TANTON. 


Mysch, W. M.: The Surgical Treatment of 
Chronic Nephritides, Hzmaturica and Do- 
lorosa (Beobachtungen iiber die chirurgische Behand- 
lung chronischer Nephritiden, Hematurica und Do- 
lorosa). Chir. arch. Veliaminova, 1913, Xxix, 4109. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In the picture of nephritis new factors must be 
taken into consideration as the result of the newer 
diagnostic methods, cystoscopy, ureteral catheteriza- 
tion, functional diagnosis. These new methods 
have shown that nephritis may be unilateral, that 
the involvement of the organ may be only partial, 
that a nephritic kidney may excrete urine free of 
albumin and casts, and that there are forms of ne- 
phritis which are manifested principally by pain 
(colic nephritis) and by hemorrhage (nephritis 
hematurica). The three interesting observations 
of the author belong to the last group. 

Mysch had two cases of nephritis hamaturica 
and one case of colic nephritis or so-called ‘‘ne- 
phritis dolorosa.” The first case of hematuric ne- 
phritis was that of a man 24 years of age. On the 
basis of the pains and findings of a careful cysto- 
scopic examination, and of functional tests, a diag- 
nosis of tuberculosis of the kidney was made. A 
nephrectomy proved this diagnosis to be incorrect. 
On careful examination the organ was found to be 
affected only with chronic nephritis with numerous 
hemorrhages into the straight urinary tubules. 
The patient recovered. In the second case the 
patient, a woman 53 years of age, was suffering with 
cedema. Blood was found in the urine. A cysto- 
scopic examination showed that the ureter from 
which the blood escaped was normal. On the basis 
of this and other examinations a diagnosis of opera- 
tive nephritis hematurica of the right kidney was 
made. ‘The operation confirmed the diagnosis and 
a decapsulation was performed according to the 
method of Albarran. Complete recovery resulted. 

The history of hematuric nephritis is associated 
with the names of Israel, Albarran, and Pousson. 
The diagnosis of this disease is contingent upon the 
elimination of all other conditions that are accom- 
panied by hemorrhage from the kidney. It 
should be treated by decapsulation and nephrec- 
tomy. According to the statistics of Pousson 
published in 1909, there were no deaths in 6 cases 
of decapsulation, and four deaths in 12 cases of 
nephrectomy. The removal of the kidney is indi- 
cated only in severe attacks. 

The third case was that of a man 28 years of age 
who suffered from colicky pains. The pains could 
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be induced also by introducing fluid into the pelvis 
of the kidney. The trouble was diagnosed as 
nephritis dolorosa. Calculus, tuberculosis, pyeli- 
tis, etc., were excluded by the absence of pathological 
elements in the urine and by negative X-ray find- 
ings. At the operation the kidney was decapsulated 
and a small piece of kidney tissue was removed for 
microscopic examination. The patient recovered 
and was free from further attacks of pain. Mi- 
croscopic examination showed changes similar to 
those of severe chronic nephritis. The case, 
therefore, was the kind of nephritis that is mani- 
fested only by colicky pains. ‘This form is seldom 
observed. Pousson found records of only 14 cases 
of it in the literature and Kiimmell has observed 
only 10 cases. SCHAACK. 


Ruge: The Present Standpoint in Regard to 
Nephritis and Nephritis Surgery (Uber den der- 
zeitigen Stand einiger Nephritisfragen und der Ne- 
phritischirurgie). Ergebn. d. Chir. u. Orthop., 1913, 
vi, 5651. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Albumen and casts may at times be demonstrated 
in the urine of perfectly healthy individuals after 
severe bodily exertion and must be considered as 
physiological, depending, according to Leube, upona 
hypersensitiveness of the renal filter. Orthostatic 
and lordotic albuminuria in their pure forms are 
relatively benign and are probably due to mechanical 
disturbances and irritation of the renal circulation. 

By means of powerful massage of the kidney the 

excretion of albumen, casts, epithelium, and red 

blood cells may be produced. The disturbances 
incident to wandering kidneys must likewise be con- 
sidered as ‘traumatic nephritis.”” On the other hand 
operative findings have proven the interesting fact 
that even in the absence of any urinary findings 
definite nephritic processes may exist in the kidney, 
excluding the well known cases of contracted kidney 
with intervals of noalbumen. The first symptoms of 
such “‘nephritis without albumen” are frequently 
nephralgias and hematuria. The opinion at present 
seems to be that such hematurias are due really to 
chronic nephritis, which is always bilateral. A unila- 
eral nephritis or partial nephritis is possible but rare. 

Action of decapsulation: Acute and infectious 
nephritis shows an injury and swelling of the vessel- 
bearing connective tissue followed by inflammation 
and degeneration of the epithelium. The swollen 
and enlarged kidney is compressed within its un- 
yielding fibrous capsule; the circulation and excre- 
tion of urine is interfered with. Decapsulation 
relieves the tension, and even after complete anuria 

a marked excretion of urine will follow the operation 

in cases of acute nephritis. Tissue that has been 

destroyed of course cannot be replaced as regenera- 
tion of kidney epithelium does not occur, but injured 
cells will frequently recover after the decapsulation. 

Edebohls believes that a collateral circulation is 

established between the cortex and the surrounding 

tissue and that this is particularly marked if the 
kidney is embedded in omentum. Other writers 


deny this and claim that a new dense capsule again 
develops. 

In toxic nephritis, such as that following poison- 
ing with carbolic acid or bichloride of mercury, 
the kidney should be decapsulated, especially if 
internal remedies fail. The kidney of eclampsia 
should be decapsulated in case no improvement 
follows the emptying of the uterus. In cases of 
acute nephritis following infectious diseases the 
kidney likewise should be decapsulated in case 
internal remedies do not improve the oliguria or the 
uremic symptoms. Acute infectious nephritis is of 
henatogenous origin and can usually be differentiat- 
ed from the ascending pyeonephritis. It is usually 
unilateral and demands a nephrotomy or nephrec- 
tomy following ureteral catherization. In chronic 
Bright’s disease decapsulation has been performed in 
cases in which no improvement followed a thorough 
course of treatment. The decapsulation should 
be bilateral. Ina fair percentage of cases clinical 
improvement results. Decapsulation is followed by 
improvement in certain cases of uremia due to 
nephritic anuria or oliguria. Severe hemorrhages 
in cases of chronic nephritis not improved by 
internal therapy should be treated surgically. In 
addition to the decapsulation a nephrotomy should 
be done to make sure of the etiologic cause of the 
bleeding. Decapsulation and splitting up of the 
kidney should be performed also for nephralgias 
in which hemorrhages similar to those of chronic 
nephritis occur. OEHLECKER. 


Murard: Chronic Nephritides from the Surgical 
Viewpoint (Les néphrites chroniques au point de 
vue chirurgical). Thése de doct., Lyon, 1913, May. 

By Journal de Chirurgie. 

The author has tried to ascertain from the study 
of the literature and his own experience the réle of 
surgery in chronic nephritides, both Bright’s disease 
and the other renal scleroses characterized by a pain 
and hematuria. The benefit of kidney operations 
in cases of hematuria was discovered by accident 
and it was thought that even Bright’s disease might 
be cured by surgery. 

The author finds that renal intervention is at 
least innocuous. Inthe unilateral cases, suppurative 
and tuberculous kidneys and kidney stone cases, 
in which the trouble in the other kidney is compen- 
satory, surgery is undoubtedly of great value. 
Decapsulation has been tried with some success. A 
capsule is rapidly reformed and there are not enough 
anastamosing blood-vessels to have any effect on 
the drainage of the kidney. Nephroepiploplasty 
is not more efficacious. Nephrotomy which is 
sometimes followed by complete cessation of 
albuminuria is an important operation. 

Murard describes the hamaturias for which there 
is no demonstrable cause as haematurias of latent 
nephritis. These are in some cases due to a tuber- 
culosis or a derangement of function in the hama- 
topoetic organs, especially the liver. In these cases 
decapsulation is not sufficient and nephrotomy is 
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often only temporary. Renal tumors and continu- 
ous hemorrhage are contra-indications. 

Painful nephritis without nephroptosis or renal 
tuberculosis is more rare than is generally believed. 
The pain may be due to a perinephritis or Bright’s 
disease or an active localized sclerosis accompanied 
by inflammatory congestion following trauma 
calculus or attenuated infection. For this condition 
freeing of perirenal adhesions and decapsulation, or 
if there is congestion, nephrotomy is advised. 

Operative treatment of Bright’s disease is made 
justifiable only by the importance of medical 
methods. Nephrotomy may help if there is conges- 
‘tion but as congestion is but a symptom and not a 
cause of the nephritis it is really of no avail. 

G. COTTE. 


Blum V.: The Physiology of the Kidneys and the 
Functional Diagnosis of the Kidneys in 
Renal Surgery and Internal Medicine (Nieren- 
physiologie und funktionelle Nierendiagnostik im 
Dienste der Nierenchirurgie und der internen Klinik). 
Leipzig and Vienna: Deuticke, 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The principal function of the kidney is to maintain 
for the blood the same osmotic pressure that corre- 
sponds to the freezing point of the blood, i. e., 0.56. 
The osmo-regulating function of the kidney consists 
of several individual functions chief of which is a 
water filtration, a salt secretion, and:a resorption 
of some of the water and some of the salts. The 
urine is a watery solution of organic and inorganic 
salts which in part are products of metabolism and 
in part substances which cannot be utilized by the 
organism. It is the function of the kidney to pre- 
vent an accumulation of these salts in the blood 
which would lead to uremia. 

Injurious substances are excreted as follows: The 
glomeruli are filters with extensive semipermeable 
membranes by means of which the blood gets rid 
of its superfluous water. It is assumed that also at 
the same time a small quantity of salts are filtered 
out. The urine in the glomeruli is alkaline. In the 
convoluted tubules of the first and second order 
through active cellular activity urinary salts are 
secreted. Uric acid, acid salts, and phosphates, 
which are excreted by the tubular epithelium, render 
the glomerular filtrate acid. In the medulla of the 
kidney (in the region of Henle’s loops and the 
straight urinary tubules) some of the water and 
some of the salts are resorbed. In addition to its 
principal function of maintaining the normal osmotic 
pressure of the blood, the kidney possesses synthetic 
functions, such as the secretion of sugar after the 
injection of phloridzin. It is supposed also that it 
elaborates an internal secretion. Although careful 
examinations have shown that both healthy kidneys 
do not always excrete the same amount of substances 
of absolutely the same character, this fact does not 
decrease the value of the functional tests. In per- 
forming functional tests each individual function of 
the kidney should be tested separately: water filtra- 
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tion, salt excretion, and water resorption. The so- 
called “topical diagnosis” should be made. 

Former methods led only to an anatomical di- 
agnosis of the kidney trouble, and only the total 
insufficiency could be determined from the cedema, 
uremia, cardiac hypertrophy, etc. To-day by 
means of ureteral catheterization and functional 
diagnosis the sufficiency and insufficiency of each in- 
dividual kidney can be determined exactly. Of the 
methods of functional diagnosis Bouchard’s test for 
the toxicity of the urine and Thudicum’s determina- 
tion of the urinary coloring matter are not of use 
clinically. On the other hand cryoscopy for the 
determination of the molecular concentration of the 
blood and urine according to the method of von 
Koranyi is of great value. The freezing point of the 
urine varies even in healthy kidneys to a considerable 
degree; according to Kiimmell and Rumpel, between 
—0.90° and —2.30°. 

Cryoscopy is of particular value because it per- 
mits a comparison between the separated urines, 
and because it can be used in experimental poly- 
uria. Blood cryoscopy is of considerable value in 
determining the function of the kidney. In nor- 
mal kidneys the concentration of the blood is con- 
stant; the freezing point according to von Koranyi 
is always —o.56°. According to Kiimmell the freezing 
point of the blood is of considerable value in the 
prognosis of nephrectomy in cases of unilateral 
kidney disease. In combination with other func- 
tional tests and clinical observations blood cryos- 
copy in many instances may be the deciding factor. 
It is easily possible, however, that 6= —0.56 and we 
would not dare, therefore, to perform a nephrectomy; 
if, for instance, the halves of both kidneys were 
diseased and both kidneys were just sufficient to 
carry on the necessary kidney function blood 
cryoscopy would yield normal values. A nephrec- 
tomy would in this case produce renal insufficiency. 
Ureteral catheterization, however, would prevent 
such anerror. By means of blood cryoscopy we can 
measure the osmo-regulating function of both kid- 
neys with exactness. 

Albarran’s experimental polyuria measures the 
power of the kidneys to excrete water. Healthy 
kidneys adapt themselves to increased demand. 
In artificial polyuria the healthy kidney changes 
and increases its functional capacity whereas the 
injured organ as the result of a lack of reserve 
strength has lost this power either entirely or in part. 
Another method of testing the functioning of the 
kidney is to note the excretion of coloring substances 
that have been injected. The methylene blue of 
Kutner forms colorless derivatives in the body and 
is therefore not practical. The indigo-carmin test of 
Volcker and Joseph is excellent, the coloring matter 
passing through the kidney almost unchanged and 
acting similar to a urinary salt. The nature of the 
excretion therefore allows us to form conclusions in 
regard to the salt-secreting ability of the kidney. 

The indigo-carmin test is of great significance 
in unilateral affections: a delayed excretion of the 
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blue substance immediately shows us the seat of the 
involvement. The phloridzin test has not been 
found reliable in functional tests of the kidney. 
The new diastase determination method of Wohl- 
gemuth of the Casper clinic appears to be a good in- 
dicator of the functional ability of the organ. The 
phenolsulphophthalein method of Geraghty and 
Rowntree is in some respects superior, and in other 
respects inferior, to the indigo-carmin test. The 
red color appears only in an alkaline medium; it is 
a very delicate, almost too delicate, reagent. The 
value of the method lies in the quantitative determi- 
nation of the coloring substances excreted. 

After a critical review of the methods for func- 
tional diagnosis Blum speaks of the attempt at 
topical diagnosis of the kidney on the basis of func- 
tional tests. For the surgical diagnosis ureteral 
catheterization and radiography have decided many 
doubtful questions. Before nephrectomy is per- 
formed it must be ascertained whether the remaining 
kidney will be sufficient for the increased work 
thrown upon it. It is therefore not the momentary 
function which must be determined but the maximal 
functional ability, the reserve force of the organ, 
which is the deciding factor. This is best deter- 
mined by testing the individual parts of the entire 
function. The experimental polyuria of Albarran 
will answer the question as to the water filtration. 
The urinary excretion, especially the concentration 
of the indigo-blue excretion, is a valuable indicator 
for the salt-secreting function of the tubular epithe- 
lium. To determine the resorption of water and 
some of the salts in the medulla, injections of caffeine 
and diuretin may be considered. Blood cryoscopy 
shows very exactly the osmo-regulating activity of 
the kidney. Blum demonstrates very clearly the 
value of these functional tests in typical cases. 

In cases of prostatectomy the author considers 
it a serious mistake to omit the determination 
of the functional activity of the kidneys before the 
operation is performed since success depends so 
much on the condition of the kidneys. Also before 
performing a prostatectomy the freezing point of the 
blood should be determined. In such cases, the 
phenolsulphophthalein method is a good one to 
use in determining the functional activity of the 
kidneys. The operation should be postponed if the 
beginning of the excretion is delayed beyond twenty- 
five minutes and if the quantity of salt excreted 
during the first hour is less than twenty per cent. 
In conclusion the author points to the value of 
determining the functional activity of the kidneys in 
medical cases. The slip-shod method of diagnosing 
“nephritis” should be supplanted by modern diag- 
nostic methods based on topical functional tests. 

OEHLECKER. 
Bryan, R. C.: The Early Diagnosis of Renal 
Tuberculosis. N.Y. M. J., 1913. xcviii, 20. 
By Surg., Gynec. & Obst. 

Bryan emphasizes the cardinal features of the 

diagnosis, the pitfalls, errors and elusive symptoms 


of the incipient stage of miliary tuberculosis of the 
kidney, and selects from his series the histories of 
three cases for deductions. 

He finds that uranalysis is inconstant in the char- 
acter of its results, and gives evidence of a more or 
less severe nephritis; the urine is of low specific 
gravity; the reaction is regular and constant; pus, 
the characteristic index of invasion, is intermit- 
tent; the few cells, in the regularly acid urine, are 
a clue for diagnosis which is especially valuable if 
stone can be positively excluded; albuminuria is 
unilateral; pollakiuria is noted peculiarly during the 
night but is not marked during the day. 

All voided urine should be collected, preferably 
in a Steinbeck’s sedimentator, and preserved with 
boric acid, one grain to the ounce of urine. Re- 
peated examinations of the sediment are advised. 

Cystoscopy shows a fluffiness, blueness, and an 
injection of the ureteral opening; the tuberculin or 
T. R. test, von Pirquet’s reaction of the skin and 
Calmette’s reaction of the conjunctivae may be used 
for corroboration, but must be conducted with great 
caution. Injection of the sediment into the peri- 
toneal cavity of the guinea pig is an efficient meas- 
ure. Phenolsulphonephthalein should be used to 
ascertain unilateral efficiency. Louis Gross. 


Desnos: A Contribution to the Clinical Study of 
Strictures of the Ureter; Large Strictures 
(Contribution 4 étude clinique des rétrécissements 
de l’uretére; rétrécissements larges). J. d’urol., 1913, 
iii, 739. By Journal de Chirurgie. 

Strictures of the ureters may be due to trauma 
caused by the migration of a renal calculus or to 
more or less limited regions of ureteritis. These 
lesions after a time cause a cicatricial process which 
decreases the lumen of the ureter. The author has 
recently observed four such cases, two following 
slow, painful migration of calculi, and two following 
a previous vesical infection. 

The symptoms are not pathognomonic. The 
strictures manifest themselves rather by the com- 
plications that they cause. These complications 
are a greater or less degree of renal retention with 
pain in the upper urinary passages, continuous or 
with exacerbations, and an exaggeration of the in- 
fection of the urinary tract. Accordingly ureteral 
stricture is to be suspected when the above symp- 
toms are present without apparent cause, and 
especially when the ureteropyelitis becomes rapidly 
worse. A relatively slight stricture may cause con- 
siderable renal retention. Ureteral strictures may 
cause also reflex symptoms, a uretero-ureteral reflex 
in particular, which may be confusing. 

Certain diagnosis can be made only by ureteral 
catheterization by means of a ureteral bougie. If 
the strictures are relatively new, dilatation by 
ureteral sounds allowed to remain in a while may be 
sufficient. In this way may be avoided the neces- 
sity for external ureterotomy, but the latter is the 
best method when dilatation of the stricture is im- 
possible. J. TANTON. 
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BLADDER, URETHRA, AND PENIS 


Barney: A Case Illustrating the Efficiency of the 
High Frequency Current in the Treatment of 
Tumors of the Bladder. Boston M.& S.J., 1913, 
clxix, 19. By Surg., Gynec. & Obst. 

The writer reports a case of apparently complete 
cure of a tumor of the bladder by means of the high 
frequency current. Cure was effected in nine sit- 
tings at intervals of one or two weeks. Owing to the 
appearance of the bladder wall at the site of the 
tumor at the last sitting, it was believed that the 
growth was cancerous. Suprapubic cystotomy 
showed the suspected area to be reddened, cedema- 
tous, and brawny, with a few small ulcerations and 
a generally rough surface. Careful study of the excised 
specimen by two competent pathologists failed to 
find any tumor cells. Cystoscopic examination of 
the patient nine months later showed no evidence of 
recurrence. 

In regard to the misleading appearance of the 
bladder wall the writer quotes Keyes, Jr., who says: 
“Tt is a curious reaction of the bladder wall to the 
irritation of the current. The mucosa swells up in 
such a way as to simulate an infiltrating carcinoma. 
Several weeks’ intermission in the burning will 
suffice for the subsidence of this.” 

So far as is known, no other case of bladder tumor 
treated and presumably cured by the high frequency 
current has yet been actually inspected at a subse- 
quent time, either at operation or post-mortem. 
This method of treatment is, therefore, in certain 
cases of non-malignant growth, entirely effective. 


Stevens: Diagnosis and Treatment of Multiple 
Urethral Calculi, with Report of Unusual Case. 
J. Am. M. Ass., 1913, Ixi, 86. 

By Surg., Gynec. & Obst. 
The author reports one case of multiple urethral 
calculi. After demonstrating the absence of stones 
from the kidneys, ureters, bladder, and prostate, 
and the normal condition of the kidneys, he con- 
cludes that the stones had formed in the urethra. 
He removed all by intra-urethral instrumentation. 
In discussing this condition Stevens draws a 
distinction between calculi originating elsewhere in 
the urinary tract than the urethra and simply lodg- 
ing there while being passed and those which form 
there primarily. The latter are caused by the 
deposition of urinary salts in abnormal pockets, 

such as are formed by strictures and diverticula. 

Georce G. SMITH. 


Jordan: Congenital Stricture of the Prostatic 
Urethra with Bladder Hyperplasia, Urethral 
Dilatation and Multiple Abscesses of Both 
Kidneys. J. Am. M. Ass., 1913, Ixi, 244. 

By Surg., Gynec. & Obst. 


a congenital prostatic 
The treatment 


The author reported 
stricture, which is exceedingly rare. 


proved unsuccessful; his patient died at the age of 
seven weeks, having been under observation three 
weeks. 


The post-mortem examination showed a 
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stricture of the prostatic urethra, one fourth inch in 
length. The kidneys were enlarged, cystic, nodular, 
and showed a chronic diffuse nephritis. The ureters 
were large and sacculated. The bladder was small, 
the walls being composed of dense fibrous tissue. 

C. D. PickreELL, 


GENITAL ORGANS 


Belfrage: Traumatic Total Loss of Skin of the 
Male Sexual Organs (Evulsio cutes totalis gen- 
italium virilium). Nord. med. Ark., 1913, xlv, 11. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Belfrage reports a case in which through trauma- 
tism there was a loss of the entire cutaneous covering 
of the penis and scrotum. The penis was covered 
with Thiersch grafts from the forearm, and the 
testicles were transplanted beneath the skin of the 
abdominal wall. The result was quite satisfactory. 
The transplanted skin on the penis was freely mov- 
able. The testicles were not fixed under their cu- 
taneous covering, and not exposed to pressure, so 
that there was no interference with the sexual func- 
tions. 

The author discusses the methods employed by 
others in similar cases and concludes that the 
Thiersch graft is the proper procedure for covering 
the penis. Where there is entire loss of scrotal skin 
the Thiersch method may be used, or the neighbor- 
ing skin may be utilized asa plastic flap, or, lastly, 
the, author’s method of transplanting the testes 
may be employed. DENCKS. 


A Case of Perineo-Scrotal Dermoid 
Brit. J. Surg., 1913, i, 39. 
By Surg., Gynec. & Obst. 

Examination in the case of a boy 12 years of age 
revealed two subcutaneous swellings in the perineum 
which had been present since birth and were slightly 
increasing in size. One of them was situated in the 
posterior part of the scrotum and the other at the 
anterior extremity of the perineum. Extending 
backwards from behind the two swellings was a 
narrow median intradermic passage or track which 
reached as far as the anal margin. A stream of the 
cyst contents could be seen rippling along the passage 
in the perineal raphe. Rectal examination was 
negative. The penis and urethra were normal. The 
diagnosis made was perineal dermoids with exten- 
sion backwards along the raphe. The cysts and the 
narrow perineal canal were removed by dissection 
with satisfactory result. 

The interest in the case lies mainly in the existence 
of the perineal tube. 

In this connection the author cites a somewhat 
similar case reported by Edington of Glasgow. 
The patient, a boy two days old, with an imperforate 
anus, had a perineal tube that communicated with 
the bowel. 

The author believes that pathological conditions 
of this kind are the result of an error in the develop- 
ment of the external genital folds. DrozpowI1z. 


Carless, A.: 
Cysts. 
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Bucklin: Castration and Operation for Varicocele 
and Hydrocele Without Wounding the Scro- 
tum. Med. Rec., 1913, Ixxxiv, 108. 

By Surg., Gynec. & Obst, 

The author has had 30 years’ experience with the 
anterior scrotal incision in operations upon the 
testicles and cord, and has had frequent failures, 
primarily because the incision did not expose the 
diseased tissues sufficiently to allow of thorough 
examination. He is now firmly converted to the 
transverse inguinal incision of Kocher in all opera- 
tions upon these parts. 

While advocating castration for all malignant 
growths in tuberculosis of the testicles, he is in 
favor of attempting to cure the tuberculous develop- 
ments by the administration of one tumblerful of 
pure sterilized milk every 36 minutes for 12 hours, 
followed on retiring by a sufficient dose of fresh 
castor oil. Three months’ trial of this treatment is 
given before resorting to castration. An increase 
of weight contra-indicates castration. 

In hydrocele, Kocher’s operation is advocated. 
The author states that this procedure produces a 
cure in every case and leaves the testicle surrounded 
by its normal coverings. A. NELKEN. 


Tait: Recurrence of Hydrocele after Radical 
Treatment. Cal. St. J. Med., 1913, xi, 258. 
By Surg., Gynec. & Obst. 

Tait claims there is a tendency of late to return 
to the operation of total resection, as there are so 
many recurrences following eversion. Errors in 
technique and choice of operative procedures, 
besides the numerous modifications of a good 
operation (Longuet), have caused these recurrences. 
From his animal experimentation he is convinced 
that the protective réle of the tunica vaginalis, 
like that of other serous membranes, has been greatly 
overestimated. 

The procedure he follows is the operation per- 
fected and simplified by Longuet in 1900; in this 
method he does away with all dissection, omitting 
the delivery of the tumor and making a new bed 
for the testicle. 

Tait divides the recurrences into three groups: 
In the first small group the operation of eversion 
was done without securing the everted tunic. In the 
second group the opening in the tunic was smaller, 
but here again no suturing was done; this constitutes 
the widely heralded Andrews bottle operation, 
which its author in 1907 and again in 1912 recom- 
mended without reserve and urged “that it super- 
sede all other operations for hydrocele.”’ In the 
third group of recurrences the cases of hydrocele 
are due to subacute infections, tuberculosis of the 
epididymis, and chronic pachyvaginalitis. 

Among the results of these experiments (eversion, 
resection, injection of irritants) on animals, he found 
the following: 

Infection of the tunic is invariably followed by a 
marked change in the testicle, reduction in size, 
sclerosis, and peripheral areas of atrophy. Under 


strictly aseptic conditions eversion is not followed 
by atrophy of the testicle. The testicular sclerosis 
is not more marked after eversion than following 
the injection of irritants into the tunic. Excision of 
the tunic gives rise to more marked testicular reac- 
tion than does eversion. That the function of 
neither the interstitial nor the spermatogenetic cells 
is affected by bilateral eversion of the tunica vagi- 
nalis is sufficiently proved by the total absence of the 
developmental abnormalities in and the multiplica- 
tion of puppies after said operation. It would seem, 
nevertheless, that the testicle is no exception to the 
law of general pathology relating to the crecztion of 
points of lessened resistance by traumatism or 
infection. 

The author reaches the following conclusions: 

1. Although eversion is only a palliative measure, 
it will, when properly performed, prove satisfactory 
in over go per cent of hydroceles. 

2. Longuet’s method, without delivery of the sac, 
is the simplest, safest, and least liable to recurrence. 

3. Recurrence frequently results from failure to 
stitch the edges of the everted tunica vaginalis. 

4. Andrews’ bottle operation is a failure; its 
adoption accounts for a large proportion of the 
recurrences. 

5. Excision is preferable to eversion in the rare 
cases of chronic pachyvaginalitis. 

6. Excision of the unopened hydrocele is the only 
complete method of removing the entire excreting 
suriace. 

7. Of the numerous objections made by conserva- 
tives to the radical treatment, none resists either 
a thorough clinical or experimental test. 

8. The protective réle of the tunica vaginalis has 
been overestimated. 

9. Under strictly aseptic conditions experimental 
eversion of the tunica is not followed by atrophy of 
the testicle; it may produce a mild peritesticular 


‘sclerosis. Louis Gross. 


Eccles, W. M.: Ectopia Testis. Clin. J., 1913, xlii, 
241. By Surg., Gynec. & Obst. 
The author names five positions in ectopia testis: 
Perineal, femoral, superficial inguinal, cruro-scrotal, 
and prepenial. 

As etiology, he mentions “‘the pull of the lateral 
fibers of the gubernaculum attached to spots away 
from the normal, and the push of an advancing 
hernia.” 

The most common position is between the anus and 
the tuber ischii. The ectopia testis is not necessar- 
ily an imperfect organ; in the perineum it may be 
fairly well developed and quite capable of producing 
spermatozoa. In other positions, however, it is 
generally imperfect. 

As treatment, Eccles mentions transplantation 
wherever feasible. This is usually possible when the 
ectopia is situated on the perineum. When the 
ectopia testis is improperly developed, it is usually 
accompanied by a hernia, and should best be re- 
moved. 
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Ectopia testis is subject to inflammation which, 
particularly in the perineum, may be either trau- 
matic or infectious. Inflammation in the perineum 
may simulate an ischiorectal abscess. When ectopia 
testis is associated with a hernia, an operation is 
always advisable, particularly for the hernia. 
The testis may become the site of a new growth. 


Stevens, A. R.: On the Value of Cauterization by 
the High Frequency Current in Certain Cases 
of Prostatic Obstruction. NV. Y. M. J., 1913, 
xcviii, 170. By Surg., Gynec. & Obst. 

Stevens reports two cases in which he successfully 
applied Beer’s suggestion of cauterizing by the high 
frequency current for the relief o! prostatic obstruc- 
tion. 

One case of contracture of the vesical neck with 
twenty-six ounces of residual urine and nocturnal 
enuresis was cauterized six times by means of the 
Oudin current for a total of eighteen minutes. The 
residual urine was reduced to one and a half ounces. 
In a case of middle-lobe prostatic obstruction, with 
fourteen ounces of residual urine, the Oudin current 
was applied six times for a total of nine and one 
half minutes. The residual urine was reduced to 
a half ounce. The treatments were tolerated so 
well that no anesthetic was used. Moreover, they 
did not interfere with the patients’ business and 
were not followed by pain or serious bleeding. 

Cauterization by high frequency current is not 
suitable for large prostates but will probably prove 
efficient for constriction of the vesical neck and for 
median bars or lobes and single lobes that project 
into the bladder or urethra from any other portion 
of the prostate. J. B. CARNETT. 


Gebele: Carcinoma of the Prostate (Uber das Pro- 
statacarcinom). Zentralbl. f. d. Grenzgeb. d. Med. u. 
Chir., 1913, Xvi, 579. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Carcinoma of the prostate is a relatively frequent 
disease. Macroscopically a carcinomatous prostate 
is frequently abnormally small; at other times the 
infiltrated tissue comprises a tumor that fills the 
entire pelvis. Its consistency is usually hard. Its 
surface may be nodular or smooth. The tumor is 
usually an adenocarcinoma; more rarely it is 
scirrhous, In most instances it is primary in the 
prostate. Secondary tumors are found most com- 
monly after gastric tumors. 

Theso-called osteoplastic carcinoma of the prostate 
consists of small nodules, hard and primary in 
the organ, with numerous metastases in the form 
of diffuse infiltration in different bones. The 
bones of the pelvis, the lower portion of the spine, 
and the bones of the lower extremity are most 
commonly involved. Prostatic hypertrophy seems 
to predispose to carcinoma. The early diagnosis 
can be enly probable. If a small, hard prostate is 


palpable per rectum, carcinoma must be suspected. 
The prognosis 
be treated 


The other symptoms are variable. 


is unfavorable. Advanced cases can 
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only symptomatically or a palliative operation may 
be performed. Some authors do not deem a radical 
removal advisable even in the early stage. The 
methods of operation are variable: suprapubic, 
perineal, or combined. In case the bladder and 
seminal vesicals are involved the author advises the 
method of Vélcker: ischiorectal incision with the 
patient in the abdominal position. The statistics 
of the operative results are bad. As permanent 
results are reported continually, however, the at- 
tempt may be made to effect a radical removal of 
the carcinoma unless the case is far advanced. 
DENCKS. 


Willian, R. J.: Carcinoma of the Prostate Gland. 
Brit. M. J., 1913, ii, 60. By Surg., Gynec. & Obst. 


The author quotes Albarran’s statistics as proving 
that 14 per cent of all prostates removed by opera- 
tion show malignancy, and Young as saying that 21 
per cent of all enlarged prostates are malignant. 
As a basis for his paper, Willian has collected notes 
on 33 cases of carcinoma of the prostate. He does 
not state how many, if any, of the series were op- 
erated upon. He advises operation for the actual 
diagnosis of carcinoma. If carcinoma is present, 
radical cure probably cannot be effected by opera- 
tion. The author’s summary reviews the paper: 

1. The average duration between the onset of 
symptoms and the time that the patient saw the 
surgeon was fourteen and one half months. 

2. The average age was 61. 

3. The onset symptom was nocturnally increased 
frequency of micturition in 4o per cent, and gradual 
obstruction of micturition in 30 per cent of the 
cases. 

4. Pain was variable and not characteristic. 

5. Urinary obstruction was a marked feature; 72 
per cent had complete retention, and a further 24 
per cent, partial retention. 

6. Hematuria was not common: probably 82 per 
cent did not show blood. 

7. On rectal examination, 70 per cent showed hard 
nodules with fixity of the gland. 

8. The average duration of the disease from the 
onset of the symptoms to death was 28 months. 

9. Young’s statistics that 20 per cent of removed 
prostates show a malignant tendency cannot be 
ignored. If these figures are accepted, it is the sur- 
geon’s duty to remove the gland by operation as 
soon as it begins to cause symptoms. ‘The risks of 
the operation are at that time smaller than the 
risks after malignancy has developed. 

10. The treatment recommended when a diagno- 
sis of carcinoma has been made is as follows: 

(a) In the absence of residual urine, give a urinary 
antiseptic, with opium for the pain when necessary. 

(b) If there is residual urine, begin catheter life, 
using a large-sized hard catheter; give a urinary 
antiseptic, with opium if necessary. 

(c) If there is obstruction, or if catheter life is 
intolerable, establish a permanent suprapubic 
drainage. M. S. HENDERSON. 
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Wallace, C.: Some Conditions Simulating Pros- 
tatic Hypertrophy. Clin. J., 1913, xlii, 2009. 
By Surg., Gynec. & Obst. 

The author reports six cases which simulated 
prostatic hypertrophy but proved not to be. 

One interesting case was that of a small projection 
which on removal brought with it a strand of mucous 
membrane and fibrous tissue from the posterior 
urethral wall. The strand contained several minute 
adenomata. 

The second case was operated upon but no en- 
largement was found. The bladder was drained 
and eventually allowed to close, without any re- 
sulting benefit. Then, although it was considered 
to be a case of secondary atony, the bladder was 
reopened and a wedge-shaped portion of normal 
prostate was removed. ‘The apex of the wedge lay 
about half an inch behind the urethra, and the base 
corresponded to the posterior wall of the urethra 
above the ejaculatory ducts. That normal mic- 
turition was restored indicated to Wallace that the 
symptoms were due to an anatomical defect. 

The author claims that in cases of this kind micturi- 
tion is obstructed not by a bar but by a bending of 
the urethra within the prostate. A diagnosis 
of “‘vesical prostatism”’ should be made with great 
reserve. 

Conclusions: (1) That many cases present symp- 
toms which at first might reasonably be considered 
to be caused by prostatic hypertrophy, but which 
subsequent examination will prove to be due to 
other causes; (2) that prostatic enlargement can 
be excluded only by a bimanual examination through 
the opened bladder; (3) that even when a bimanual 
examination proves that there is no enlargement the 
cause of the errors of micturition may still lie within 
the prostate; (4) that no error of micturition should 
be assigned to a failure of nerve or muscle until all 
mechanical defects have been excluded; (5) that 
at least in some cases, the cause of difficult mic- 
turition is a bending of the prostatic urethra, and the 
patient can be cured by a simple operation. 

Louis Gross. 


Hagner and Fuller: The Post-Operative Compli- 
cations of Prostatectomy. Surg.,Gynec. & Obst., 
1913, Xvii, I10. By Surg., Gynec. & Obst. 

A study of the post-operative complications offers 
a field of instruction to the surgeon for his future 
benefit. The important complication is hzemor- 
rhage, usually of venous origin. It occurs within 
forty-eight hours and is controlled by pressure with 
gauze soaked with adrenalin. The removal of the 
perineal drainage tube is facilitated by the use of 

oil and peroxide. If the bleeding is suprapubic, a 

catheter is passed through the urethra into the 

bladder. The bladder end of the catheter has a 

knot of gauze which serves as a plug. It can be 

easily removed by passing a suture through the 
bladder end of the catheter and carrying it out 
through the suprapubic wound. 

Thrombosis, especially of the pulmonary vessels, 


is an infrequent complication. Sudden death may, 
however, be due to this condition. As pneumonia 
has to be guarded against, great care shouid be 
exercised in administering the anesthetic. The au- 
thor uses nitrous oxide and oxygen at present. Sepsis 
occurs less frequently in the perineal operation due to 
better drainage. When sepsis does take place, good 
ample drainage and continuous irrigation is of 
inestimable value. The intravenous injection of 
salt solution and the use of vaccines are also of 
value. 

The kidney function should be tested before 
operation if there are any signs of renal disease, 
using Geraghthy’s phenolsulphophthalein _ test. 
Pyelitis and uremia must always be looked for in 
these cases. If present, one should use salt solution, 
sweating, and other appropriate measures. ‘The 
prognosis in cases with diabetes is proverbially bad. 
A continuation of pyuria after operation is due 
to infected kidneys, a long-standing, pre-existing 
cystitis, or to diverticula. A thorough digital 
examination of the internal urethra should be made 
at the end of the operation to determine that no 
diverticula has been left, as this may necessitate a 
secondary operation. Post-operative urinary fre- 
quency is the result of a contracted bladder or loss 
of control. 

The peritoneum should not be torn as it may lead 
to peritonitis. The rectum should be carefully 
watched as fistulz follow when it is ruptured. For 
the same reason silk traction sutures are not used. 
The infection travels along the suture. The fistule 
are usually mild and readily yield to treatment. 

No operation gives more relief to a patient 
than a properly performed prostatectomy; hence 
the importance of pre-operative and post-operative 
care of the patient. Cystoscopic examination should 
be made to ascertain what, if any, complications 
exist and the best way to operate. 


Grinenko: Total Prostatectomy in the So-Called 
Prostatic Hypertrophy (Uber die totale Prostatek- 
tomie bei der sogen. Prostatahypertrophie). Disser- 
tation, St. Petersb., 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author conducted investigations on the 

cadaver to determine whether the prostate had a 
capsule of its own which would make complete 
enucleation possible. It was found that the gland 
possesses only one layer of fascia, which is smooth on 
the external surface posteriorly only and rough on 
the other surfaces of the gland. This fascial covering 
can be separated from the gland easily on the posterior 
surface, with the exception of the median part, and 
also on the sides. On the anterior surface it can be 
separated only with difficulty. A continuation 
of the fascia to the apex and to the base of the 
gland was not demonstrated and it was impossible 
to isolate a distinct capsule. The capsule described 
by other authors must be considered as a part of 
the pelvic fascia which invests the entire gland with 
the exception of the base and apex. 
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The division of the prostate into distinct lobes 
is not justified from an anatomical point of view. 
To determine whether a gradual increase in size of 
the gland takes place with advancing age, the author 
examined the prostates of sixty male cadavers be- 
tween the ages of 40 and 90 years and arranged them 
into groups according to age. It was found that the 
size of the gland increases only a trifle with advanc- 
ing years. On the strength of thirty-two cases 
examined, he comes to the conclusion that prostatic 
hypertrophy is a tumor formation (adenoma) of the 
glandular tissue. The principal changes occur in 
the central part of the gland, directly under the 
urethral mucosa. The author then offers micro- 
scopical proof of his contention. From the clinical 
standpoint his views are reinforced by the progres- 
sive character of the disease, by the occurrence of 
malignant degeneration and by the possibility of 
recurrence. 

The author offers further evidence that these 
adenomas originate in the periurethral glands. 
Although the prostate grows in size it retains its 
normal contour; the enlargement is at the expense of 
the antero-posterior diameter. The glandular tissue 
of the prostate is divided by the smooth sphincter 
internus into a central and peripheral part of peri- 
urethral glands. With the enlargement of the peri- 
urethral glands the sphincter internus is forced 
backward. The peripheral zone is the true pro- 
static glandular tissue. The musculature of the 
prostate and the musculature of the pars prostatica 
urethre are really inseparable, being practically one. 
On account of this musculature a close relation exists 
between the prostate and its surrounding structures. 

As a result of his operative experience and investi- 
gations on the cadaver, the author comes to the 
conclusion that a complete extirpation of the pros- 
tate in the histological sense is impossible without 
causing a lesion of the pelvic fascia and ejaculatory 
ducts. The adenomatous enlargements of the 
prostate are much more accessible from the bladder 
than from the perineum. During a prostatectomy 
the entire gland is not enucleated but only its 
adenomatous part. In the living man a large 
part of the gland remains intact which may be con- 
sidered as the surgical capsule and which prevents 
the opening of the preprostatic venous plexus and 
of the pelvic connective tissue. Experience teaches 
further that in view of the close relationship of the 
urethral mucosa to adenomatous tissue, a part of 
the former is sacrificed at the prostatectomy. The 
ejaculatory ducts as a rule remain intact during the 
removal of the adenomatous masses. The author 
prefers the transvesical route to the perineal for 
the following reasons: Technically the operation is 
easier; hemorrhage is less; thorough drainage from 
the wound is obtained; and in infected cases and in 
old individuals the operation may be performed in 
two steps. Above all, the excellent results obtained 
by it favor the suprapubic route. An extensive 
bibliography and four microphotographs are ap- 
pended. HESSE. 
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Moore: Prostatectomy in the Aged. Jnterst. M. 
J., 1913; %X, 648. By Surg., Gynec. & Obst. 
The author submitted a series of questions to the 
genito-urinary surgeons in this country and abroad 
with reference to their experience in prostatectomy 
intheaged. From the answers received he compiles 
the following: 

Twenty surgeons reporting successful perineal 
prostatectomies gave the highest age of their patients 
as ranging from sixty-three to eighty-nine years. 
Twelve had operated successfully on men over 
eighty, reporting, in all, thirty cases between eighty 
and ninety. 

Eighteen surgeons reported successful suprapubic 
operations upon patients whose ages were from 
sixty-six to ninety. Thirteen of these had operated 
successfully upon men over eighty, reporting four- 
teen cases. 

Of the twenty-five surgeons who expressed an 
opinion, all but five were in favor of prostatectomy 
in the aged where general conditions are satisfactory 
and local conditions indicate an operation. 

The mortality of less than two per cent following 
prostatectomy, in the absence of serious complica- 
tions, is contrasted with a death rate of over five 
per cent for enlarged prostate treated by catheteriza- 
tion. 

The author reports two cases of perineal pros- 
tatectomy in patients ninety years of age, in which 
his results were prompt and satisfactory. He con- 
cludes that catheter treatment of enlarged pros- 
tates is unsurgical and unsafe; that prostatectomy is 
the best treatment; that it is nearly as safe in the 
very aged as in younger men; and that it is the con- 
sensus of opinion that age is no bar to prostatectomy 
and the operation should therefore be performed 
whenever practicable. Taomas C. Hattoway. 


MISCELLANEOUS 


Pfister: Urolithiasis and Bilharziasis (Urolithiasis 
und Bilharziasis). Arch. f. Schiffs- u. Tropenhyg., 
1913, XVii, 309. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Until now the views held in regard to the direct 
relations between bilharziasis and the frequent 
occurrence of stone in the urinary passages have been 
divided, one group of men maintaining that all 
stones in the urinary passages are due to bilharziasis, 
and the other group maintaining that the increased 
amount of mineral matter in the water of the Nile 
during the summer is responsible. The fact remains, 

however, that those investigators who examined a 

large number of stones found bilharzia eggs in their 

centers much more rarely than was expected. 
Pfister calls attention to the fact that frequently 
little nodules are found in the center of stones. 

These nodules are the result of drying and calcifica- 

tion of the fluid present in the small cystic bodies 

found in cystic cystitis of bilharziasis. Further- 
more, these little nodules found in the so-called 





















“sandy bladder” are the result of calcification of lit- 
tle ulcers resulting from penetration of these little 
eggs into the bladder. Therefore we must also con- 
sider stones containing such little nodules as due to 
bilharziasis. In thirty stones carefully examined 
along modern lines, Pfister found bilharzia eggs only 
three times positively; in three instances bilharzia 
eggs were probably present. Other interesting 
points are discussed, tending to show that in Egypt 
a bilharzia infection predisposes to stone formation. 
RupritTIvs. 


Freund, E.: Experiences with Arthigon in Com- 
plications of Gonorrhoea (Erfahrungen mit Arthi- 
gon bei den Komplikationen der Gonorrhoé). Wien. 
med. Wchnschr., 1913, Ixiii, 1550. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author treated 23 cases of acute gonorrhceal 
epididymitis with injections of 0.5 gm. of arthigon 
and obtained good results in 21 cases. In one case 
of chronic epididymitis four injections had no effect. 
Seven cases of acute prostatitis were promptly 
cured. In five cases of chronic prostatitis and 
three of anterior gonorrhoeal urethritis the injections 
gave no results. One case of posterior gonorrhceal 
urethritis and lymphangitis was considerably im- 
proved by two injections. Also two cases of gonor- 
rhoeal arthritis were influenced favorably. Forty- 
two cases were treated in all. 

Freund’s conclusions are as follows: 1. Arthigon 
is a specific remedy of great diagnostic value in 
doubtful cases. 2. It is perfectly harmless. 3. It 
is of great therapeutic value in acute gonorrhceal 
epididymitis, acute gonorrhceal arthritis, and some- 
times in acute gonorrhoea! prostatitis. Especially 
in epididymitis the vaccine therapy is superior to all 
other known methods and remedies, because it 
relieves the patient immediately and shortens the 
time of treatment for the entire gonorrhoeal affec- 
tion. According to the recommendations of Bruck, 
Freund treated only those cases in which there was 
no fever. Numerous other authors have reported 
favorable results with this therapy. MAGENAU. 





Kolischer, G.: Mid-Operative Diagnosis in Uro- 
logic Operations. J. Am. M. Ass., 1913, lxi, 174. 
By Surg., Gynec. & Obst. 

The object of this paper is to emphasize the im- 
portance of mid-operative diagnosis in urological 
operations after the organ has been exposed, and 
the fact that operative procedures must often be 
adjusted to the conditions discovered. 

In most instances of external urethrotomy it is 
impossible to decide definitely whether to perform a 
mere splitting operation or to resect until the urethra 
is exposed. 

In Hagner’s epididymotomy the location and the 
extent of the depleting incisions cannot be decided 
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upon until the testicle and its appendages have been 
fully exposed to view and a palpatory examination 
has been made. The same holds good for tubercu- 
losis involving the epididymis. 

In suprapubic prostatectomy the macroscopic 
differential diagnosis between simple hypertrophy 
and cancer, and between hypertrophy and an oedema 
of the prostate, cannot be made until the bladder is 
opened. 

In cases of extensive tumors of the bladder, espe- 
cially those in which the tumors are near the base of 
the viscus, and in which extensive resection or a com- 
piete extirpation of the bladder is contemplated, 
these questions can be decided best by exposing the 
bladder, digging it out of its surroundings without 
opening it, and in this way making it accessible for 
immediate palpatory examination. 

In kidney surgery the mid-operative diagnosis is 
of great help. Unusually free haemorrhage in the 
approximating incision will call the attention of the 
operator to the presence of adhesions and the 
possibility that the causative inflammation has 
involved the peritoneum and glued it to the kidney. 
The operator should therefore use extreme caution 
not to break into the serosa. Any oedema discovered 
surrounding the ureter on its course down to the 
bladder is as a rule of mechanical origin and indicates 
that the ureter is kinked. The ureter, therefore, will 
have to be exposed and the obstruction removed 
before its patency can be re-established. 

Bimanual palpation of the exposed kidney will in 
certain cases furnish information which is absolutely 
decisive as to the choice between nephrectomy and 
nephrotomy. ‘This decision can be made before the 
kidney is opened. For instance, in coli or strepto- 
cocci infections of the kidney involving a small area, 
especially those located in the neighborhood of the 
pelvis, the chance of cure by drainage is good. On 
the contrary, if palpation of an enlarged kidney 
infected by the colon or the streptococcus bacillus 
reveals the presence of numerous sclerosed spots and 
a number of softened areas, an extensive hard 
infiltration of the renal parenchyma, or a fluctuating 
sac, the kidney should be removed unopened. 

In cases of renal concretions a combined palpation 
of the exposed kidney will be of great advantage. 
After splitting open the renal pelvis it will enable the 
surgeon to explore the calices and locate concretions 
higher up in the parenchyma and will also facilitate 
the sounding of the ureters. 

In perineal suppurations the mid-operative 
diagnosis will influence the diagnosis between an 
infected perineal haematoma or a superticially in- 
fected focus in the surface of the kidney. 

In conclusion the author covers some of the most 
important points in which mid-operative diagnosis 
will show its value in urological work. 

TueEo. Drozpow!7Zz. 
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Ohlemann: Severe Injuries to the Eyes and Face 
by So-Called Water-Core and Zodiac Golf 
Balls; Methylalcohol and Golf Balls (Augen- 
und Gesichtsverletzungen schwerer Art durch soge- 
nannte Water Core- und Zodiak-Golibiille odor 
Methylalkohol und Golfbiille). AVin. therap.Wchuschr., 

1913, XX, 004. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The author points out the fact that the rubber 
core in the above-mentioned golf balls is replaced 
by a cheap fluid or cement-like, sour or alkaline 
reacting mass which is under high pressure, and the 
chemical composition of which is a trade secret. If 
a ball of this kind is opened in any way, its contents 
explode violently and injure the hands, face, and 
clothing of the bystanders just as would any corro- 
sive fluid. Two hours later the eyeballs are greatly 
swollen, and reddened, the conjunctiva of the lids 
as well as the bulb is converted into a dirty grey mass 
and the cornea, with the exception of its upper part, 
becomes opaque and milky. There is marked 
chemosis and diminished vision. After two weeks 
iridocyclitis with hypopyon and necrosis develops in 
the lower quarter or third of the cornea, which is 
covered with superficial blebs. The episcleral tissue 
later becomes pale, scarred, and densely opaque. 
In eyes injured by zodiac balls, the cornea becomes 
clearer after the use of dionine, atropine, holocaine, 
and subconjunctival injections of physiological salt 
solutions. This is not the case in eyes struck by 
the water-core balls. In the latter the opacities of 
the cornea are permanent. Because the extremely 
dangerous methylalcohol has so often been smuggled 
in under another name in spite of the law, the author 
assumes justly that the balls mentioned, which are 
produced in America, may be introduced into Ger- 
many. Hetherefore warns against the use of them, 

Von SAAR. 


Stephenson, S.: Some Remarks upon the Diag- 
nosis and Treatment of Lacrimal Affections. 
Clin. J., 1913, xlii, 252. By Surg., Gynec. & Obst. 

Stephenson says that we do not now at once 
assume that a watery eye is the result of an organic 
stricture, as was at one time the case. A surgeon 
eliminates such causes of epiphora as a displaced or 
occluded punctum or a chronic nasal catarrh. If no 
obvious cause is found, fluorescein is dropped into 
the conjunctival sac to see if it will pass into the nose. 

Treatment of the conjunctival sac and nose should be 

carried on for several weeks, and if this fails, a 

lacrimal syringe may be used. Even if tluid does 

not pass through at the first few trials it is probable 
that this plan will succeed if the condition has not been 
treated by probing. 


Stephenson warns of the danger of using argyrol or 
protargol under pressure. If the syringe is of no 
avail, use may then be made of the probe, or the sac 
may be extirpated, or Toti’s operation may be per- 
formed. A discussion of these measures follows. 

C. G. DaRLINc. 


Stephenson, S.: Clinical Lecture on the Treat- 
ment of Glaucoma, with Particular Reference 
to the Newer Operations. Med. Press & Circ., 
1913, XCVi, 58. By Surg., Gynec. & Obst. 

Stephenson takes up the treatment of glaucoma 
under three headings: (a) first aid; (b) surgical aid; 

(c) palliative treatment. Under first aid he dis- 

cusses subconjunctival injection of sodium-citrate, 

posterior sclerotomy, pilocarpine, and dionin. Un- 
der surgical treatment he discusses iridectomy and 
its modifications, Lagrange’s, FElliot’s, Heine’s, 

Heine-Fergus’, Bettremieux’s, the Thread, Her- 

bert’s and Holth’s operations in detail. He does 

not think that palliative treatment should be long 
continued. C. G. Dar.ine. 


Frenkel, H.: Capillary Angioma of the Retina. 
J. Ophth., Otol. & Laryngol., 1913, xix, 268. 
By Surg., Gynec. & Obst. 

Frenkel reports a case of his own of capillary 
angioma of the retina, and reviews the similar cases 
which have been published. 

In reviewing his own case he says: ‘‘The question 
is that of the origin of capillary angioma of the retina 
characterized by the occurrence in locations more 
or less distant from the papilla of little spots, bright 
in this instance, in the place where the retinal 
capillaries are presumed to be. These little spots 
are situated between an afferent and an efferent 
vessel. Gradually they increase in size and at the 
same time the vessels between which they occur 
become more apparent. Then we can perceive that 
as the bodies become larger there is a corresponding 
exaggerated development of the arteries and veins 
which are dilated, turgescent, tortuous. At this 
stage we can see more than two vessels abutting 
upon the same body even as two bodies may com- 
municate by intermediary dilated vessels. 

“This affection begins very insidiously, provoking 
at first subjective troubles — a sensation of smoke 
before the eyes, mist, muscz volitantes and, finally, 
at the end of several months or maybe a year, a low- 
ering of visual acuity. Objective scotomata have 
been noted at the periphery of the visual field, it is 
true with some difficulty. In one case they de- 
veloped simultaneously in the two eyes. 

“As antecedents, we find a sister blind in both 
eyes at the age of 15 and 18 years. The patient’s 
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affection began after his military service, at the age 
of about 23 or 24 years. 

‘The ophthalmoscopic appearance at this stage 
of the disease is very characteristic and is similar to 
figures of analogous cases published in ophthalmic 
literature.” C. G. DarLInc. 
Verhoeff, F. H.: Parinaud’s Conjunctivitis; A 

Mycotic Disease Due to a Hitherto Unde- 
scribed Filamentous Organism. Arch. Opith., 
1913, xlii, 345. By Surg., Gynec. & Obst. 

The findings reported in this article are well given 
in the conclusion: ‘‘In eleven out of twelve con- 
secutive cases, each having the clinical features 
described by Parinaud and each presenting essen- 
tially the same characteristic histological picture, 
a minute filamentous micro-organism was found. 
The absence of any other demonstrable micro- 
organisms in the lesions, the unusual character of 
the micro-organisms found, their great abundance 
and the fact that they were so situated as to explain 
the lesions, leave no reasonable doubt that they were 
the cause of the disease. Their occurrence in the 
areas of cell necrosis previously pointed out by me 
contirms the diagnostic importance of these areas.”’ 

The clinical findings in all the cases consisted of 
conjunctival granulations with smaller or larger 
white areas on their surfaces and the enlargement 
of the pre-auricular lymphatic gland. Histologi- 
cally in all of these cases focal areas infiltrated 
with endothelial phagocytes in various stages ot 
necrosis were found. ‘These cells were discrete in 
arrangement. ‘There were few lymphoid and plasma 
cells and almost no pus cells. The organism was 
made visible by staining with a modified Gram stain 
which is described in the article. Earre B. Fow er. 


Hirsch, C.: Sympathetic Nystagmus in Erysip- 
elas (Sympathischer Nystagmus bei Erysipel). 
Deutsche med. Wehuschr., 1913, XXXix, 315. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Spontaneous nystagmus, mostly horizontally rota- 
tory, with eyes directed laterally or up and down 
is an almost constant symptom of facial and cranial 
erysipelas. The vestibular apparatus itself is not 
injured. This phenomenon may be of great im- 
portance in the differential diagnosis. Von Rap. 
Vail: Cerebral Localization from the Standpoint 

of the Oculist. Lancet-Clinic, 1913, cx, 60. 
By Surg., Gynec. & Obst. 

Ninety per cent of brain cases present definite eye 
symptoms, and these are of value in localization 
when studied in connection with other symptoms. 
Of the symptoms most often found, those considered 
are: 

(a) Conjugate paralysis and conjugate spasm of 
the muscles. 

(b) Pseudo-nystagmus and nystagmus. 

(c) Strabismus and disjunctive movements of the 
eyes. 

(d) The pupils. 
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(e) The fields of vision, ocular and mind blind 
ness. 

(f) Optic neuritis. 

The author takes up each group and discusses its 
significance with special emphasis on brain tumor 
localization. EARLE B. Fow cer. 


EAR 


Guillemin, M.: A Contribution to the Patho- 
genesis and Treatment of Pharyngeal Collec- 
tions of Otitic Origin (Contribution Ala pathogénie 
et au traitement des collections pharyngiennes dori 
gine otique). Thése de Nancy, 1913, July. 

By Journal de Chirurgie. 

Retro- and lateropharyngeal abscesses following 
otitis are quite rare. They are generally considered 
very serious. In rg cases collected by Collinet in 
1895 there were 8 deaths. 

Guillemin reports two very interesting cases of 
retro-pharyngeal abscess of otitic origin that were 
cured, and he attempts to show that, contrary to 
current opinion, this termination to otic suppuration 
is favorable. 

The most interesting chapter of his work is that 
which deals with the pathogenesis. Guillemin does 
not speak of adeno-phlegmons. He studies only 
the abscesses of otitic origin that are accessible to 
view and exploration. 

Otitic infection may spread to the retro-pharyn 
geal cellular tissue by three routes: 1. By way of 
the bones. The pus gains the sub-labyrinthine 
group of the mastoid cells and thus arrives at the 
extreme point of the temporal bone. It then reaches 
either the anterior lacerated foramen on the interior 
of the lateral aponeurosis of the pharynx or the ante 
labyrinthine group which extends along the Eusta 
chian tube. Also the pus may follow the groove in 
the mantle of the brain and reach the peritubal and 
peripharyngeal cellular tissue. 

2. By the endocranial route. The pus collected 
secondarily upon one of the two endocranial sides 
of the temporal bone may spread from behind 
towards the anterior lacerated foramen, the occipital 
passage, or the anterior condylar passage, this being 
the common route in sinuso-digastric mastoiditis with 
suboccipital, subpetrous, and pharyngeal tracts. 

3. By the exocranial route. The pus, after 
spontaneous trepanation of the cavity or of the 
antrum, gains the base of the skull where it follows 
the stylo-pharyngeal aponeurosis and thus reaches 
the lateral side of the pharynx. 

On the basis of his theory that latero-pharyngeal 
abscess in the course of otic suppuration is a fa- 
vorable symptom leading to rapid cure, Guillemin 
asks if it would not be permissible in cases of pro- 
longed suppuration of the base of the brain to favor 
drainage of the suboccipital pus toward the pharynx. 
This may be accomplished by opening for it care- 
fully a route following the condylar canal inter- 
mediate to the external side of the occipital condyl. 

L. SENCERT. 








SURGERY OF THE NOSE, THROAT, AND MOUTH 


Kyle: The Nasal Septum and Its Relationship to 
the Syndrome of Sphenopalatine Ganglion 
Neurosis. Jnterst. M. J., 1913, xx, 651. 

By Surg., Gynec. & Obst. 

With irritation of the complicated nervous 
mechanism of the attic of the nose the impressions 
are easily carried by way of the trifacial nerve to the 
nuclei of the facial and vagus nerves in the medulla. 
The result of irritation of the motor, sensory and 
sympathetic nerve fibers is far reaching, and nutri- 
tive or cardiovascular changes are to be expected. 
Some of the symptoms are: constriction, mental 
apathy, a feeling of fullness in the attic of the nose, 
sometimes nausea, and skin manifestations char- 
acteristic of a pronounced vasomotor disturbance. 
Asthenopia, migraine, or pain in the temple or eye- 
ball may be experienced. 

Submucous resection of a deflected septum is the 
first operative procedure, to be followed by operative 
treatment of the middle turbinated body or sinuses 
only if necessary. 

The author also describes the sensory nerve 
supply of the nose and advocates local anesthesia 
by the injection of 1 per cent cocaine solution along 
the course of these nerves. Earte B. Fowter. 


Klestadt: Surgery of the Nasal Sinuses (Die Chi- 
rurgie der Nebenhéhlen der Nase). £rgebn. d. Chir. 

u. Orthop., 1913, Vi, 138. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The monograph considers the literature of the 
last three years in reference to the progress made in 
the pathology and therapy of the diseases of the 
nasal sinuses. Onodis investigated the variations 
of the frontal sinus of 1200 skulls. In 5 per cent 
he found a bilateral absence, in 1 per cent a uni- 
lateral absence of this sinus. After a short discussion 
of foreign bodies and injuries of the sinuses he goes 
into detail in regard to the antra. Etiologically in- 
fectious diseases are important; the rhinogenous 
genesis, however, is the most frequent. Acute 
rhinitis is the most frequent source of infection. 
Diseases of the teeth also enter into consideration in 
maxillary sinus infections. Pathologically acute and 
chronic inflammations of the antra do not differ 
from other mucous membrane inflammations. For 
the diagnosis exploratory irrigations are of extreme 
importance and are discussed in detail. Explora- 
tory puncture of the antrum from the alveolar pro- 
cess should be performed only in dental empyemas. 
In the other cases punctures should be made from 
the middle nasal cavity, being more easily performed 
in this way than from the inferior cavity. Irrigation 
of the frontal sinus is relatively easy by means of 
Killian’s long speculum with which the middle tur- 


binate can be lifted. All force is to be avoided on 
account of the danger of injuring the lamina crib- 
rosa. Transillumination is applicable only to the 
antrum. Radiography has been extensively em- 
ployed, especially in doubtful cases in children and 
in the unconscious. Clinically the inflammations of 
the antra have been divided into simple and com- 
plicated. Facial, oculo-orbital, and intracranial com- 
plications have been studied thoroughly in the last 
few years. Van der Hoeve’s symptom, enlarge- 
ment of the blind spot of the eye, is of importance 
in diseases of the posterior ethmoidal cells and of the 
sphenoidal sinus. This symptom, however, is not 
constant according to Markbreiter’s investigations. 
In regard to the treatment of inflammations of the 
antra the author emphasizes that radical extranasal 
operations should be performed only after unsuccess- 
ful purely conservative means and the lesser endo- 
nasal procedures. By these measures patients with 
antrum infections can almost certainly be cured, 
and the majority of those with frontal and sphen- 
oidal sinus infections as well. In combinations of 
the two and in ethmoidal sinus suppurations the 
prognosis must be guarded. Excellent results are 
obtained with the radical operation of Caldwell-Luc 
in antrum suppurations. According to Bénnighaus 
almost 100 per cent of cures are obtained. The 
endonasal radical operation on the ethmoidal cells 
frequently cannot be performed in one session. 
Many times a cure is obtained only after several 
attempts. The extranasal operation is to be per- 
formed if the endonasal operation results in no im- 
provement and in the presence of cerebral compli- 
cations. The same applies to the radical operation 
on the sphenoidal sinus. The radical operation on 
the frontal sinus is best performed according to 
Killian’s method. According to Bénnighaus’s sta- 
tistics (211 cases), a cure is obtained in 91 per cent 
of the operation. The mortality is 2 per cent. All 
sinus operations may be performed under local an- 
esthesia according to the method of Braunsch, al- 
though general anesthesia is frequently necessary. 
In conclusion the author discusses other rare spe- 
cific infections and other diseases of the sinuses 
of importance in the differential diagnosis, such as 
osteomyelitis, cysts of the superior maxilla, muco- 
celes, and blastomas. KAHLER. 


Mithoeffer. Alcohol Injections into the Superior 
Laryngeal Nerve in Tuberculous Laryngitis. 
Ohio St. M. J., 1913, ix, 315. 

By Surg., Gynec. & Obst. 

Alcohol injections are a valuable adjunct in the 
palliative treatment of tuberculosis of the larynx, 
especially that form of the disease in which great 


572 




















SURGERY OF THE NOSE, THROAT, AND MOUTH 573 


involvement of the superior orvifice of the larynx 
exists —the aryteno-epiglottic type. The pres- 
ence of a painful spot located at a point where the 
internal branch of the superior laryngeal nerve 
pierces the thyrohyoid membrane is a positive 
indication. 

The technique is simple. The needle (one not too 
sharp) is inserted 124 cm. over the painful spot. 
The direction of the needle is then turned upward 
and outward toward the ear and fifteen to thirty 
drops of 80 per cent alcohol (warm) are injected. 

EARLE B. FOwLer. 


Masland: Antral Empyema, with the Presenta- 
tion of an Efficient Conservative Operation 
for ItsCure. WN. Y. M. J., 1913, xcviii, 190. 

By Surg., Gynec. & Obst. 
In treatment of inflammation of the antrum after 
the formation of pus, it is necessary to establish 
good drainage and to afford an easy means of irriga- 
tion. This the author does by drilling through the 
nasal wall at the floor of the nose, using a straight 
drill, and inserting a permanent cannula about 4 cm. 
long. The irrigation may be carried out by the 
patient inserting the end of an all-rubber ear syringe 
into the mouth of the cannula. Earte B. Fowter. 


Murphy: Use of Palate Mucous Membrane Flaps 
in Ankylosis of the Jaw Due to Cicatricial 
Formations in the Cheek. J. Am. M. Ass., 
1913, Ixi, 245. By Surg., Gynec. & Obst 

The author reports two cases in which this original 
method was successfully used. The flaps were of 
mucosa and pedicled, and obtained from the palate 
or floor of the mouth. On examination the first case 
showed complete immobility and no pain or tender- 
ness on pressure over the joint. The réntgenogram 
showed that there was no bony ankylosis. Through 
an external incision the jaw bones and articulation 
were exposed and a fibrous extra-articular ankylosis 
was demonstrated. What remained of the alveolar 
processes were removed and when the attachment of 
the temporal muscle was divided the jaw dropped. 

A tongue-shaped pedicled flap was dissected from 
the palate, the base of the flap being toward the 
back of the mouth, the inner limb of the incision be- 
ing about a quarter of an inch shorter than the outer. 

When this was reflected outward to cover the bone 

of the upper jaw, which was denuded by the chiseling, 

there was no contraction which might interfere with 
the circulation of the flap. The sides were sutured 
with very fine catgut to the margins of the gums and 
the tip was anchored to the cheek; a small pledget of 
antiseptic gauze was placed between the jaws. The 


mucous membrane of the cheek was carefully approx- 
imated with fine catgut and the skin incision closed 
with horsehair. The wound was dusted with 
bismuth sub-iodid powder and plain sterile gauze 
applied. A wedge of folded gauze was placed be- 
tween the teeth, which was within a week re- 
placed by a wooden wedge, with which the patient 
spread the jaws. Four weeks after the operation 
she was able to open her mouth about an inch 
without assistance. Four months later the patient 
wrote that she could open her mouth about an inch 
and a half. 

In the second case the cicatricial tissue was care- 
fully divided and two tongue-shaped flaps inter- 
posed, one obtained from the floor of the mouth and 
the other from the palate. Both flaps were about 
two and one half inches in length and from one half 
to one inch in width. The result of the operation 
was entirely satisfactory. The patient left the 
hospital in five weeks and was able to open his 
mouth unassisted about an inch. H. A. Ports. 


Skillern, P. G., Jr.: Infiltration of the Lingual 
Nerve for Operations upon the Tongue and 
for the Relief of Pain in Inoperable Carci- 
noma. Surg., Gynec. & Obst., 1913, xvii, 114. 

By Surg., Gynec. & Obst. 

Confronted with an ulcer of questionable malig- 

nancy in the anterior two thirds of the tongue, in 
which excision was indicated, it occurred to the 
author to induce anesthesia by infiltration of the 
lingual nerve instead of by the more painful intra- 
lingual injections. The nerve was reached one half 
inch below and behind the third molar tooth, where 
it crosses a line projected between that tooth and 
the angle of the mandible. Submucous injection of 
4 cc. of 2 per cent novocain and adrenalin, 1:3000, 
induced anesthesia in the anterior two thirds of the 
tongue within five minutes. Neither the excision 
of the ulcer nor the Paquelin cautery were felt. A 
second patient had inoperable carcinoma with 
chronic pain. Injection at the same site of r cc. of 
2 per cent novocain and adrenalin, 1:3000, in 4 cc. 
of 70 per cent alcohol induced analgesia in ten 
minutes. The following night the patient slept 
more soundly than he had slept for two months. In 
bilateral injections the tongue loses its power of 
determining temperature, so the patient should be 
warned to test the temperature of his food with his 
lips. Infiltration of the mandibular nerve is war- 
ranted only where growth or the absorption of the 
alveolar process after the shedding of the third 
molar tooth, has destroyed the landmarks of the 
lingual nerve. 
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